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E encounter air embolism infrequently in 

the practice of obstetrics and gynecology 
because by the time it is recognized as such, the 
consequences usually are lethal. Sublethal air 
embolism probably occurs with some frequency 
but is seldom recognized as such. Even though 
the incidence is low, we must learn more of its 
prophylaxis and treatment because of the ex- 
tremely high mortality rate associated with the 
conditions. 

Collins and Batson’ analyzed maternal deaths 
at the Charity Hospital of New Orleans from 
January 1, 1949 through December 31, 1952 
and found that 20 occurred during 16,207 de- 
liveries, an incidence of 0.123% ov 1.23 deaths 
per 1,000 deliveries. Embolism accounted for 7 
of the 20 deaths (35% of all maternal deaths). 

Amniotic fluid embolism 15% 
Air embolism 5 


Phlebothrombosis 
Suppurative pelvic thrombophlebitis 1 or 


Waldrop’, as recently as 1953, reported less 
than 20 cases of air embolism associated with 
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term deliveries and during the puerperium in 
the literature. Two of these cases were associated 
with cesarean section at term**. Four occurred 
during labor®:* 7S. Four occurred well along 
in the puerperium’, the inciting factor being 
the assumption of the knee-chest position. There 
were four cases early in the postpartum period, 
with no known causative or precipitating fac- 
tors” 1° 3, One case oceurred on the eighth vost- 
partum day without known cause’. Two cases 
occurred during the expulsive stages of labor 
and no complications of pregnancy or labor were 
known to be present” *. 

The first record we have of air embolism 
being recognized as such was in 1667 when Ride 
produced death in cattle by blowing air under 
pressure into the juglar veins. The first recorded 
case of air embolism in humans was written by 
Beauchesne in 1818 after he had observed its 
occurrence during the removal of a neck tumor’. 

There are only two types of air embolism: 
arterial and venous. The venous is by far the 
most common type. Air enters the peripheral 
veins and flows via the inferior or superior vena 
cava to the right atrium and the right ventricle, 
thence to the pulmonary arteries. In arterial 
embolism the site of entry is the pulmonary 
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vein from which air enters the left atrium, left 
ventricle and eventually the systemic circulation. 

It is impossible to predict accurately the quan- 
tity of air required to produce serious symptoms 
in a given case of air embolism. Some authors 
state that as little as 15 ce. of air may be fatal®. 
Others have injected rapidly as much as 490 cc. 
of air intravenously into humans without any 
untoward effects. However, it would seem logi- 
cal to assume that the greater the volume of air, 
and the more rapid its entrance into the body, 
the greater the possibility of death. Richardson, 
Coles and Hall, basing their assumptions on 
experimental air embolism produced in small 
animals, estimated that it would require the 
rapid injection of 500 cc. or more of air to kill 
a human being’’. 

There are two prerequisites for the develop- 
ment of air embolism: (1) A vessel in a state of 
partial collapse, either because its wall is only 
partially opened or because its fascial attach- 
ments prevent retraction of the cut end; and 
(2) suction produced by negative intravenous 
pressure or the introduction of air under posi- 
tive pressure into a blood vessel. 

These conditions are met during accomplish- 
ment of many therapeutic procedures. Among 
the most common are the establishment and 
maintenance of pneumothorax, pneumonectomy, 
lobectomy, thyroidectomy, radical breast dissec- 
tion, puncture of the paranasal sinuses**, frac- 
tures of the long bones, intravenous infusions, 
perirenal insufflation’*, introduction of air into 
a joint cavity or the bladder’®; and, of far more 
interest to obstetricians and gynecologists, the 
induction of labor or abortion, manipulation of 
the pregnant or puerperal uterus and, in gyne- 
cology, following intravaginal insufflations, 
douches, dilatations and curettages, pneumo- 
peritoneum and peritoneoscopy, culdoscopy, and 
tubal insufflation’ 7°. 

There is no uniformity of opinion on the 
mechanism of death in the venous type, but it 
seems to be a combination of factors: (1) Non- 
compressible air replacing the compressible 
blood in the right heart, causing cardiac stand- 
still; (2) embarrassment of heart function due 
to the actual air bubble or to the frothing of 
the blood which prevents the transfer of oxygen- 
ated blood from the right ventricle to the left 


atrium; (4) coronary artery embolism; and (5) 


ischemia of the vital brain and central nervous 


system centers. 

The signs and symptoms of this syndrome 
usually are extremely dramatic. Marked appre- 
hension, tachycardia, cyanosis, dyspnea, and sud- 
den shock are noted almost immediately. ‘The 
pulse becomes very irregular. If air is present 
in the large veins, hissing sounds may be heard 
over the precordium. A diagnostic feature that 
has been described is a peculiar, gurgling, churn- 
ing and rushing heart sound, which has been 
attributed to the churning of the frothing blood 
within the heart chambers. If air escapes into 
the arterial circulation, there is blindness caused 
by air in the retinal vessel which may be seen 
with an ophthalmoscope. There may be scattered 
areas of skin blanching due to interference with 
capillary circulation. 

Death may be instantaneous or may occur 
within several hours. About 15 to 50 per cent of 
all cases of air embolism terminate fatally. If the 
patient survives the first 15 minutes, prognosis 
is good. If she survives the first hour, usually 
coma and paralysis will clear. 

A knowledge of the pathological anatomy 
leads to rational but usually ineffective therapy. 
Recommended treatment is the aspiration of air 
from the right ventricle, and, in an attempt to 
replace the frothy mass of air and blood in that 
chamber, 50 to 100 cc. of normal saline should 
be injected into that chamber. To be effective, 
this procedure must be done almost as soon as 
the accident occurs. Consequently, prompt rec- 
ognition is essential if there is to be any hope 
for recovery. Artificial respiration should be 
given, utilizing inhalations of 100 per cent oxy- 
gen to facilitate absorption of nitrogen bubbles 
in the circulation. Cardiac and respiratory stim- 
ulants are administered. The patient should be 
turned on her left side to allow the air to rise 
above the level of the blood in the right heart. 
Other supportive measures include amntispas- 
modics and constant intravenous infusions of 
blood, plasma, or other fluids. In spite of this 
vigorous therapy, the end result is usually fatal. 

It should be emphasized that if air embolism 
is suspected as a cause of death, an autopsy 
should be done. It is necessary to ligate the 
great vessels before removing the heart from 
the chest cavity and then to open the heart un- 


der water at which time emboli are seen to rise 
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from the chambers. If an autopsy is unobtain- 
able, then the right ventricle should be aspirated 
as soon as possible postmortem in an attempt 
to establish the presence or absence of air there- 
in. 

Air embolism is of special interest to obste- 
tricians and gynecologists. It has long been 
known that air embolism might be dangerous 
to the parturient. Legallois first suggested that 
air might enter the circulation by way of the 
uterine veins as early as 1829. Cormack’ in 
1850 and May’ in 1857 described the first cases 
of air embolism associated with pregnancy. 

Air embolism commonly follows criminal 
abortion where air is used as the abortifacient 
agent. This is especially true when a low-lying 
placenta provides venous sinuses for the ready 
introduction of air into the systemic circulation. 
Placenta previa at term occasiona!ly is associ- 
ated with air embolism, especially if a version 
is performed. Several patients expired instantly 
when a central placenta previa was being rup- 
tured to obtain a foot. Osborn and Dawson’ re- 
ported three cases of air embolism. Their first 
patient had a classical cesarean section per- 
formed under gas-oxygen-ether anesthesia be- 
cause of a cephalopelvic disproportion. ‘There 
was no mention of the location of the placenta 
but at the time of the uterine incision the pa- 
tient suddenly went into shock and died three 
hours later. Autopsy revealed air bubbles in the 
right heart. Their other two cases died early in 
the postpartum period and no known causative 
factors, other than a partial inversion of the 
fundus in one case, could be found. Mylks, Rob- 
inson and Brown® reported a case of air embo- 
lism associated with the first stage of labor fol- 
lowing premature separation of the placental 
edge. One and one half hours before delivery, 
the patient went into shock, became restless, and 
was cyanotic. She died one half hour after de- 
livery of a stillborn infant. At autopsy, air 
bubbles escaped when the vessels of the breast 
were cut. Air bubbles also were present in the 
right ventricle. Cody and Wintrow* reported a 
fatal case of air embolism in which the patient 
expired 65 minutes following a low-flap cervicai 
cesarean section performed because of a central 
placenta previa. Open blood vessels on the in- 
ner surface of the uterus could not be demon- 


strated as they rarely can}8, 
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Many cases may be found in the medical 
literature concerning death resulting from vag- 
inal insufflation in both the gravid and non- 
gravid. Because of the effectiveness of this ther- 
apy, vaginal powder insufflators are in daily 
use for the treatment of trichomonas and monil- 
ial infections. Two cases of fatal air embolism 
following this type of treatment were reported 
by Martland”. 

The first case, nonobstetric but very graphic 
was that of a 21 year old white female who com- 
plained of a slight leucorrhea and intense vulvar 
itching. She had just completed a menstrual 
period. The physician placed her in lithotomy 
position on the examining table and the glass 
tip of an old style vaginal powder blower con- 
taining Stovarsol® powder was inserted between | 
the labia and the bulb was then compressed 
about 12 times (this later proved to be about 
300 cc. of air). After the last compression of 
the bulb, the patient complained of feeling 
faint, became pulseless, breathed about 12 times, 
and died on the examining table. Autopsy, per- 
formed approximately 14 hours later, showed 
an intact hymen of the cribriform type with 
three small openings, the largest being 8 mm. 
in diameter. The uterus appeared normal except 
for irregular mucosal hemorrhages in the en- 
dometrium of the posterior uterine wall just 
above the cervix. The inferior and superior 
vena cava and the right side of the heart were 
distended with air bubbles and frothy blood. 
There did not appear to be any air in the left 
heart. Although the exact point of entry of air 
into the venous circulation could not be ana- 
tomically demonstrated, the recent hemorrhage 
in the cervical canal and lower uterine segment 
was presumed to be the point of entry. The pa- 
tient’s recent menses probably accounted for the 
hemorrhagic lower uterine area. 

Martland’s second case was that of a 27 year 
old colored primipara, six months pregnant, who 
complained of pruritus vulvae. The physician 
inserted the metal tip of the powder insufflator 
into the vagina and used Vioform® as his medi- 
cation. The attached rubber shield was pressed 
tightly against the labia and the bulb com- 
pressed seven or eight times. Toward the latter 
part of the insufflation, the patient suddenly 
sat up, complained of being dizzy, and fell back 


dead. An autopsy 18 hours later revealed a preg- 








nant uterus which was at the level of the um- 
bilicus and markedly tympanitic over its entire 
anterior surface. The entire amnion and chorion 
was separated from the uterine wall except at 
the placental site. On the anterior surface of 
the uterus lay an air pocket 3 to 4 em. in thick- 
ness which was causing the tympanitic note. 
The placenta was implanted on the posterior 
wall of the uterus. Near its upper and left edge 
there was considerable hemorrhage into the pla- 
centa, and it was partly torn by dissecting en- 
trapped air. This allowed air under pressure to 
rush into the open maternal venous sinuses. The 
metal tip of the insufflator must have rested 
directly against the soft cervix of the pregnant 
uterus because there was considerable powder 
blown into the uterus. The rubber shield of the 
insufflator which was held closely against the 
external genitalia prevented the escape of ex- 
cessive intravaginal air. 

Similar fatal cases have been reported by 
Pierce*®, Brown?', Partridge?*, and Breyfogle**. 

It would be unfortunate if an effective method 
of therapy should be classified as dangerous or 
should fall into disrepute because proper tech- 
nique was not used. In reviewing the histories 
of these fatal cases, one cannot help but observe 
a common denominator. By pressing a shield 
tightly against the labia, too much pressure is 
allowed to build up within the vagina, thus fore- 
ing air under relatively high pressure into a 
vein. The air enters the uteroplacental veins, 
passes through the venous network under the 
placenta, and travels through the myometrial, 
uterine, ovarian, and internal iliac veins, the in- 
ferior vena cava, thence to the right atrium and 
ventricle. If the quantity of air is sufficient, 
death occurs. 

A safe method of insufflating air into the 
vagina consists of first inserting a bivalve specu- 
lum and then insufflating around the cervical 
os, but not into it. The speculum is then rotated 
while powder is insufflated along the vagina. 
Thousands of powder insufflations, many during 
pregnancy, have been done by this method with- 
out undesirable side effects. 

Some authors have listed pregnancy as a con- 
traindication for powder insufflations. In fact, 
most of the manufacturers of these powders so 
indicate in their literature. As some of the most 
troublesome cases of trichomoniasis and monil- 


iasis are encountered during pregnancy, it 
would be unfortunate to deny these acutely un- 
comfortable patients the benefit of an effective 
therapeutic agent. Pregnancy is not a contra- 
indication for vaginal insufflations if proper 
technique is used. 

Most of the cases of air emoblism following 
douching for hygienic purposes reported oc- 
curred in pregnant women or shortly after the 
patient had completed a menstrual period. 
Forbes** had a case of a 34 year old woman who 
had three previous pregnancies. She complained 
of feeling poorly on June 30, 1943, but attrib- 
uted her symptoms to the expected onset of her 
menses. She began to menstruate on July 1, 
1943. The next day, at about 9:50 p.m., on her 
way to bed, she collapsed and died a short time 
later. No further details were available at the 
time and there was nothing to suggest the cause 
of death. At autopsy, 17 hours later, a blood 
stained perineal pad was noted, but external 
examination revealed nothing of importance. On 
opening the abdomen a retroverted, gravid, non- 
impacted uterus was observed. The uterus was 
opened and the placenta was found to be low 
on the right lateral wall with its lower edge 
detached to a depth of one inch and the mem- 
branes were separated to a depth of 21% inches. 
The right side of the heart was dilated and on 
opening it, the right atrium and ventricle were 
found to be filled with frothy blood; the pul- 
monary artery contained identical material. On 
the basis of the autopsy, a criminal abortion was 
suspected and further inquiries were made. It 
was discovered that the patient had taken a 
vaginal douche shortly before retiring and that 
death, resulting from air embolism, was acci- 
dental, the woman being totally in ignorance of 
her condition. Other such cases have been re- 
ported?’. 

Killinger and Collins** report a case of a 40 
vear old quadripara in the seventh month of her 
fifth pregnancy, who was found dead in bed 
with a rubber catheter, to which was attached a 
dry douche bag by means of a connecting rubber 
tube. This was inserted tightly through the cer- 
vix. This airtight apparatus was apparently used 
to pump air through the cervix. Postmortem 
examination revealed a distended, crepitant uter- 
us with all lacunae and uterine appendages filled 
with air. The placenta had been perforated by 
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the catheter and blown apart by a powerful air 
blast. The inferior vena cava and right side of 
the heart were distended with foam and blood. 
Air was found in the vessels of both lungs. 

It has never been shown that the knee-chest 
position has any value whatsoever in the im- 
mediate puerperium. Still it is illustrated in 
many pamphlets on postpartum exercises. As 
several fatalities have been reported following 
this position, and we are about to add another 
one to the literature, we cannot stress too strong- 
ly that this position should be avoided. 

Quigley and Gaspar?’ reported a fatal case in 
a 26 year old primipara. She had delivered spon- 
taneously and had an afebrile postpartum course. 
On the eighth day postpartum, after being in 
the knee-chest position for five minutes, she 
suddenly collapsed and died. She had done the 
knee-chest exercise twice for 30 minutes the day 
previous to her death. An autopsy four hours 
after death revealed a moderately subinvoluted 
uterus containing small fragments of retained 
placental tissue with surrounding hemorrhages 
and blood clots. The right ovarian plexus, in- 
ferior vena cava, and right heart were distended 
with frothy blood. 

Stroth and Ohlinger®* report a case of a 39 
vear old multipara who had a normal spontane- 
ous delivery and an uneventful puerperium. On 
the seventh day, after assuming the knee-chest 
position for the first time, she suddenly col- 
lapsed and died within five minutes. Autopsy 
revealed extensive air embolism of the vight 
ovarian vein, inferior vena cava, and right heart. 

Redfield and Bodine® reported two similar 
cases and compared the mechanism of air em- 
bolism to that of a bellows. A woman in the 
knee-chest position, having the labia separated, 
permits an inflow of air to the vagina and, in 
some cases, the uterus. When she decends from 
this position, the labia close and, with the col- 
lapse of the vaginal walls and the uterus, air is 
forced into the open uterine sinuses. Retained 
placental tissue and failure of involution are 
predisposing factors. 


The following case occurred in 1954. 


Mrs. D.M.E., white, aged 23. This woman had de- 
livered spontaneously, without anesthesia, a 7 pound 
634 ounce living female after an uneventful pregnancy 
on Sept. 27, 1952. Her only minor complaint during 
pregnancy was the appearance of bilateral popliteal 
varices. Her puerperium was normal. 
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She began her antenatal visits for this last preg- 
nancy on Jan. 27, 1954 at which time she was approxi- 
mately three months pregnant. Her last period had 
occurred on Oct. 14, 1953. At her first visit she had 
had no unusual symptoms thus far other than occa- 
sional nausea and vomiting, frequency, nocturia, breast 
swelling, and a mucoid leucorrhea. The family history 
was essentiaily negative. There were no past illnesses 
of any significance and no previous surgery. Physical 
examination revealed a small umbilical hernia and 
bilateral saphenous varicosities; all other findings 
were normal. External and internal mensuration re- 
vealed a gynecoid pelvis. The perineum was slightly 
relaxed and there was bilateral notching of the cervix 
with a mild endocervicitis. Blood pressure 106/70; 
Hgb. 80%; urine negative; Kahn negative; Rh fac- 
tor positive; weight 149-lbs. 

The patient reported faithfully for her prenatal 
visits and the pregnancy proceeded uneventfully. She 
gained 20 pounds and had no variations from normal 
in her urine and blood pressure. Her hemoglobin - 
dropped to 76% in the sixth month. 


On July 15, 1954 her membranes ruptured spon- 
taneously and labor commenced. She entered the hos- 
pital 55 minutes later. The first stage of labor was 
rather desultory and only after 14 hours of mild labor 
did the patient spontaneously deliver a 6 pound 14% 
ounce living female without anesthesia. Episiotomy 
was not performed and there were no cervical or 
perineal lacerations. The placenta was expressed by 
simple Crede and appeared intact. Blood loss for the 
entire procedure was approximated at 50 cc. Mother 
and infant left the delivery room in excellent condition 
and fared well thereafter. 

During the patient’s five day stay in the hospital 
there was no elevation of temperature, pulse, or blood 
pressure. Lochia was scant. The patient elected to 
breastfeed her infant. She became ambulatory on her 
first postpartum day and had no complaints whatsoever 
during her entire stay. Two days after discharge she 
was readmitted to the hospital per ambulance but was 
pronounced dead on arrival. There was no external 
evidence of the cause of death. 


When past events were reconstructed, it became evi- 
dent that the woman had entered the bedroom while 
her husband was in the next room and had begun her 
postpartum exercises by assuming the knee-chest posi- 
tion. When he entered the room several minutes later 
after hearing a sigh, he found her pulseless, apneic, 
and cyanotic. 


Autopsy, performed three hours after death, re- 
vealed a right atrium and ventricle which were dis- 
tended with a foamy mass of blood and air bubbles. 
The inferior vena cava contained frothy blood. The 
uterus was enlarged, soft, and boggy. The endometrial 
surfaces were hemorrhagi¢ and adherent to the poste- 
rior wall of the uterine cavity was a small, shaggy 
blood clot. Sections through the wall of the uterus re- 
vealed multiple dilated venous channels. No retained 
placental tissue could be found. 


It became apparent from this postmortem examina- 






tion that the iarge venous sinuses at the placental site, 
even though capped by thrombus, may be open as late 
as seven days following delivery and may allow the 
entrance of air into the venous circulation if the cir- 
cumstances are proper. 


For years before this incident we had routine- 
ly, and I am sure without thinking too much 
about it, instructed our puerperal patients in 
the use of the knee-chest position after arrival 
at home. Suffice it to say that we have banned 
the use of this exercise during the puerperium 
since 1954. 
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Malnutrition and immune- 
body reactions 

Malnourished children appear to have poor 
resistance to infection. In order to determine 
whether this is due to impaired antibody pro- 
duction, the isohemagglutin in titers of 14 severe- 
ly malnourished children were examined. These 
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titers were within normal limits. This seems 
to confirm findings of other authors that in 
man, unlike laboratory animals, malnutrition 
does not impair immune-body reactions. £. 
Kahn, M.D. et al. Isohemagglutinins and 
Immunity in Malnutrition. Am. J. Clin. Nut. 
Jan.-Feb. 1957. 
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of the Intersex Patient 


JoserH H. Kierer, M.D., I. Pat Bronstein, M.D., IRA RosENTHAL, M.D., AND ELIZABETH 


McGrew, M.D., Cuicaco 


A person’s sex is the most profound and fun- 

damental biologic fact concerning his life. 
No other physical or bodily attribute has as 
much influence in determining his orientation, 
social status, and activities. No other personal 
fact is antecedent to it in importance. 

The basic importance of determination of sex 
usually is unnoticed because, as a rule, there is 
no uncertainty, and the person’s sex is fixed at 
the time of birth. It is only when there is some 
question as to the true sex that the fundamental 
importance of proper determination becomes ap- 
parent. 

The group of persons of uncertain sex is un- 
der discussion. Since ancient times they have 
been known as hermaphrodites, although recent- 
ly the more descriptive and accurate term, inter- 
sex, gradually is supplanting the older term. 
Within the last 20 years there have been im- 
portant additions to our knowledge of these 
states and our understanding of diagnosis and 
treatment. 


First, we may define an intersex as an indi- 
vidual whose sex is not completely certain. In 
other words, if any clinical features bring the 
nature of the individual’s sex into question, then 
that individual should be classified as an inter- 
sex. 


Intersexes usually are divided into two 
groups: A primary group in which the basic 
gonadal and secondary sex pattern is intrinsi- 
cally abnormal; and a secondary group in which 
sexual development is altered by some extra 
gonadal force, usually hormonal. The first group 
comprises individuals who are still known as 
hermaphrodites and is divided into three sub- 
groups: so-called true hermaphrodites, having 
gonads of both sexes; so-called male pseudoher- 
maphrodites, having male gonads but some femi- 





Presented by the senior author as the presidential 
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nine characteristics; and the female pseudoher- 
maphrodites, having female gonads but some 
male characteristics. The secondary intersexes 
are those with so-called adrenogenital syndrome. 

The clinical basis of this paper is a series of 
44 intersex patients seen at the Research and 
Educational Hospitals and Clinics of the Uni- 
versity of Illinois Medical School. The study 
and care of these patients has always been a co- 
operative project involving many people who 
have all worked together in their study and 
treatment. The total number of patients is di- 
vided into groups as follows: 


True Hermaphrodites 5 
Male Pseudohermaphrodites 11 
Female Pseudohermaphrodites 0 


Adrenogenital Svndrome 


—Females 22 
— Males “9 
Gonadal Dysgenesis 5 
Testicular Hypoplasia 1 


Total Intersex 44 
*Not intersex. 


At this point we should try to define as clear- 
ly and accurately as possible in our own minds 
what sex is. This is not an easy question to an- 
swer and in some ways, is almost a philosophical 
as well as a medical question. I think we can 
best approach it by reviewing first what attri- 
butes or features determine sex and, after exam- 
ining these traits, try to evolve a definition of 
sex. 

The first and most basic feature that deter- 
mines sex is the chromosomal pattern of the 
individual’s cells. Depending on the kind of 
sperm uniting with the ovum at fertilization, 
the resulting individual carries XX (female) 
or XY (male) sex chromosomes in all its cells. 









Up until recently, it was thought that the indi- 
vidual’s clinical sex always corresponded to the 
chromosomal sex. Recent evidence discussed 
later, indicates that this is not always so. 

The next most important factor that deter- 
mines sex is the nature of the gonads. For many 
years, this was considered the best indicator of 
the true sex, but is now found unreliable. 

The next factor is the hormonal pattern. The 
hormonal effect on the growth and development 
of tissues and organs is one of the mechanisms 
by which the gonads regulate and influence sex- 
ual development. However, we find that hor- 
mones from extragonadal sources also can dras- 
tically alter the development of sex features. 

The most obvious group of factors determin- 
ing clinical sex are the sex organs, including the 
internal and external genitalia and the second- 
ary sex characteristics. 

Another factor determining sex is the psychic 
pattern. This is influenced by the hormonal pat- 
tern as well as by the upbringing and experience 
of the individual, but is an uncertain guide as 
to true sex. 

After considering these factors, we are in a 
little better position to define sex as follows: 
Sex is the overall state of body and mind by 
which the individual conforms to the male or 
the female standards of normality in the named 
sex-determining factors. It is an algebraic sum- 
mation of these factors in which no one factor 
supersedes the others. In other words there is no 
single conclusive determining factor. Every in- 
dividual we know is a mixture of characteristics 
of the male and female, and it is the algebraic 
sum or, preponderance of all these factors that 
determines sex, and not any one of them. 

How is sex determined in the individual? We 
may consider the determining factors in two 
groups. First, the entirely genetic factors that 
are part of the patient’s makeup or inheritance 
and then a second group, the later influences 
which may come to bear on this development. 


Among the inherited factors, we have the 
chromosomal pattern above mentioned. It is 
either XX or XY (although some have postu- 
lated an abnormal XXY chromosome). The na- 
ture of the gonads is apparently governed by 
genes as to whether the indeterminate gonad 
will differentiate to testes or ovaries. The genetic 
hormonal: pattern, to some extent, is governed 





by genes that govern development of the pitui- 
tary gland, the gonads, and the adrenal cortices 
and their relative hormonal output. The devel- 
opment of the other sex organs also is deter- 
mined by a genetic pattern as to their basic ca- 
pability for development. The chromosomal pat- 
tern cannot be changed. 


The possibility of the nature of the gonads 
being altered by influences acting during the 
developmental stage has been brought out by ex- 
perimental work in animals and insects. Hor- 
monal pattern may be readily altered during de- 
velopment and even at later times during life. 

Development of the normal sex organs and 
characteristics may be altered by external in- 
fluences such as roentgen effects on gonads or on 
individual organs like the breast; also by dis- 
ease states such as mumps. Later influences act- 
ing on the psychic pattern are important; the 
upbringing of individuals can strongly influence 
their psychosexual pattern and even entirely 
alter it. 

Clinical determination of sex should be done 
as early in life as possible. This would seem to 
be axiomatic, yet not everyone agrees with this 
idea. 

“Change of sex” is always difficult and _ be- 
comes progressively more so as the patient gets 
older. Where “change of sex” is necessary, the 
person will adapt satisfactorily to the assigned 
sex if the change is effected early in life. Of all 
medical problems, this is one in which an objec- 
tive viewpoint is necessary; preferably the col- 
lective consideration and opinion of a group 
with special knowledge of the factors in this 
type of case. The subjective opinion of the pa- 
tient, who has no knowledge whatever of the 
many and complicated factors concerned, should 
not be the criterion. 


After this theoretical discussion we come down 
to the practical points of the clinical determina- 
tion of the previously mentioned factors. Upon 
these, the final determination of the individual’s 
sex will be made. 


The chromosomal pattern can now be detected 
quite accurately by study of the sex chromosomal 
pattern. This method was discovered by Dr. 
Murray L. Barr, of the University of Western 
Ontario, about 1950. His method has been used 
by Dr. Elizabeth McGrew, at the University of 
Illinois with excellent results. More recently, 
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mouth scrapings have been used and it seems that 
this method is just as accurate as the skin bi- 
opsy. A group in England (Davidson et al.) 
has studied blood smears and they have detected 
a sexual difference in the nuclear pattern of the 
neutrophil leucocytes. 


The exact nature of the gonads can be deter- 
mined only by biopsy and where there is any 
question, exploration to expose them and histo- 
logic section of biopsy specimens should be done. 

Chemical determination of the hormonal pat- 
tern is helpful in some cases, particularly those 
of the adrenogenital syndrome, in which deter- 
mination of the 17-keto-steroids is most impor- 
tant. The determination of pregnanediol excre- 
tion also is helpful. Urinary androgen and es- 
trogen levels and gonadotropin levels are not 
nearly so helpful but may be done occasionally. 

Examination of the genitalia must be care- 
fully and thoroughly done. The size and shape 
of the phallus is not decisive, and an enlarged 
clitoris and a small hypospadic penis may be 
indistinguishable. The presence of a vagina or 
uterovaginal complex may be detected by exam- 
ination with the cystoscope and if necessary by 
radiography, injecting the vaginal and uterine 
cavities. Intraperitoneal air insufflation also has 
been suggested. We have not made use of this 
procedure. Determination of the exact nature 
of the internal genitalia usually requires ab- 
dominal exploration by laparotomy at which 
time biopsy of the gonads can be done. 


The psychic pattern of the individual can be 
more accurately evaluated by persons trained in 
this work. It is difficult in infancy and early child- 
hood. Roentgen examination of the sella turcica 
and epiphyseal areas is always done. Retroperi- 
toneal air insufflation is rarely necessary now. 
Levels of the blood electrolytes also are deter- 
mined and are especially important if there is 
evidence of the salt-losing syndrome. 


The final assignment of sex in any given in- 
dividual is made only after group consideration 
of all the factors determined by the above men- 
tioned procedures. It is impossible to assign a 
fixed table of relative values to the various fac- 
tors. 

The genitalia and secondary sex characteris- 
tics are not of primary biologic importance but 
we must remember that their character and de- 
velopment, especially of the copulatory organs, 
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govern the potential adaptability of the individ- 
ual to one or the other sex. Therefore, they as- 
sume a practical importance far above their bio- 
logic importance. 

The chromosomal pattern is the most recent 
to be used and is in a sense the most basic fac- 
tor biologically. Still, it is not an entirely true 
guide in itself, as we see in those groups pre- 
viously mentioned of gonadal dysgenesis and 
testicular hypoplasia. 

The final sex for the individual usually will 
be that which fits the gonadal, chromosomal, 
and genital sex patterns best. In some Cases, 
including true hermaphrodites, where the geni- 
tal organs also are indeterminate, the final de- 
cision will be most heavily influenced by the 
potential adaptability of the sex organs to the 
normal pattern of the sex selected. This may be 
true even though it does not entirely agree with 
other factors. 

The corrective procedures are of two kinds: 
medical and social. The medical procedures aim 
at factors that are at variance with the normal 
pattern for the assigned or established sex. No 
special social measures are necessary if there is 
no change of sex. All efforts should be incon- 
spicuous; usually encouragement of normal 
childhood activities such as those at school, 
scouts, and games will suffice. 

Change of sex has been required in eight cases 
in our series. It is, as previously mentioned, best 
done in infancy as the attendant difficulties 
increase progressively with the individual’s age. 

The adrenogenital syndrome is the largest 
single group. It is not uncommonly familae. 
Clinically, it appears more often in females, al- 
though there may be some error here due to the 
fact that the milder cases in boys could escape 
diagnosis. There frequently is error in sex diag- 
nosis at birth requiring later change of sex. 


The establishment of the chromosomal pattern 
by skin biopsy and of the characteristic hor- 
monal picture of increased 17-keto-steroid out- 
put is almost diagnostic. Therapeutic trial of 
medical treatment with cortisone usually con- 
firms the diagnosis. 

In the last few years the discovery that some 
of these patients also have electrolyte disturb- 
ances has added another important and compli- 
cated element to the clinical picture. Apparently 
the hyperplasia of the steroid forming elements 











in some way alters the electrolyte-controlling 
hormone output so that there is sodium loss and 
retention of potassium. This may lead to a clini- 
cal picture of shock, vomiting, and dehydration, 
placing these patients, especially young infants, 
in a critical state. The changes can be confirmed 
by chemical determination of the sodium and 
potassium levels in the serum. 


In 1950 Wilkins first reported the use of cor- 
tisone in the treatment of adrenal hyperplasia 
and this mode of treatment is now standard. 
Cortisone in these cases depresses the pituitary 
adrenocortical stimulating hormones, and as far 
as we can tell up to now, allows near normal 
growth and development of these children. 

The adjuvant therapy consists of surgical 
clitoredectomy and vulvoplasty and this usually 
is done at once or soon after the age of one year. 
In males with adrenogenital syndrome, cortisone 
only is used. No corrective surgery is necessary. 


If the adrenogential syndrome is accompanied 
by electrolyte disturbance, there is danger to life. 
Cortisone therapy here also corrects the electro- 
lyte disturbance, supplemented at first by de- 
soxycorticosterone acetate administration until 
the electrolyte levels are brought to more normal 
range. The long acting Percorten (desoxycorti- 
costerone triurethyl acetate) was first used by 
our group in these children. 

In adenogenital syndrome due to tumor, sur- 
gical removal of the tumor is the only proper 
course. Presacral retroperitoneal air insufflation 
is a helpful procedure in these cases in making 
an exact diagnosis of adrenal tumor as well as 
the lack of drop in hormone output with corti- 
sone therapy. We have had one such case with 
complete recovery following removal of the 
tumor. 

We should mention ‘here that a few cases have 
been reported in which there apparently is adre- 
nocortical hyperplasia with electrolyte disturb- 
ance but without the adrenogenital syndrome. 
In other words, the hormones produced are not 
androgenic so that no sexual effects of impor- 
tance are noted. In these cases, hormonal treat- 
ment as above described corrects the electrolyte 
disturbance and is adequate treatment. 

The next largest group is the so-called male 
pseudohermaphrodites. Here also there has been 
frequent error in determination of sex at birth. 
Many of these patients with hypospadias and un- 
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descended testes were thought to be females and 
were raised as such. Included in this group are 
individuals varying from those with a distinctly 
male habitus and hypospadias all the way to 
cases with a female habitus, gynecomastia, a 
rudimentary penis, and an almost normal size 
vagina. Differential diagnosis must be made be- 
tween this group and so-called true hermaphro- 
dites. Most male pseudohermaphrodites have a 
male gonadal and psychic pattern and usually 
prefer to be male. Their hormonal pattern is of 
the male type and correction of the situation in- 
volves repair of hypospadias, orchiopexy and, 
in some cases, mastectomy. 


Female pseudohermaphroditism of the non- 
adrenal type is the smallest group of all. It is 
unusual to find a primary intersex with ovaries 
and we have not seen such a case. Assignment 
of sex in such cases depends on the adaptability 
of the secondary sex organs and the correction 
necessary to adapt them to the assigned sex, 
which usually is female. 


The most interesting group historically is 
that of the true hermaphrodites. We have had 
five such cases in our series. This subject has 
always been of exceptional interest and about 
60 reported cases have now been well docu- 
mented. By definition these individuals have 
both testicular and ovarian tissue. No case on 
record has ever had functioning of both testis 
and ovary so as to form both fertile sperm and 
ova. As a matter of fact, most intersex cases 
of all kinds are sterile. The diagnosic problem 
is to determine the sex into which the patient 
best fits by the criteria mentioned. The estab- 
lished sex may or may not be in accord with 
the chromsomal pattern or with the apparent 
major gonadal element. The secondary sex char- 
acters must be taken into consideration in con- 
sidering the adaptability to the assigned sex. 
Surgical correction can be carried out satisfac- 
torily in nearly all cases. 


The condition now called gonadal dysgenesis 
was known formerly as ovarian agenesis, | Or 
Turner’s syndrome. The patients have complete- 
ly undeveloped gonads and the genitalia and 
secondary sex characteristics are infantile fe- 
male. Recent sex chromosome studies reveal that 
most. of them have a male chromosomal pattern ; 
however, in the absence of any male gonad the 
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female genital pattern develops, apparently by 
default. We are in the process of checking our 
cases now and have found a male pattern in a 
couple so far. This does not alter the clinical 
handling of these cases; they should continue 
as females, with hormone therapy to assist to 
this end. 

The group most recently added to the inter- 
sex fold are those with testicular hypoplasia. 
These patients present a clinical picture of 
gynecomastia and aspermatogenesis but normal 
Leydig cell development. The second case with 
hormonal studies was reported by Dr. Bronstein 
of our group in 1939. In 1942 Klinefelter with 
others reported nine cases and his name has 
since been connected with it. Within recent 
months Dr. Barr has shown that some of these 
patients have a female chromosomal pattern and 
we have had one patient in whom this pattern 
has been found. We are trying to get older pa- 
tients back for re-check. 

SUMMARY 

Wherever there is question as to true sex, a 
thorough and comprehensive study should be 
made without delay to determine as accurately 
as possible the status of the patient with refer- 
ence to the sex determining factors: 

(1) Chromosomal pattern 

(2) Gonadal type 

(3) Hormonal pattern 
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(4) Sex organ development 

(5) Psychic pattern 

On the basis of these findings the patient’s sex 
should be established and medical, surgical, and 
social corrective measures instituted. This will 
allow the patient to develop normally or very 
near normally, physically, socially, and _psy- 
chically, and will prevent the lifetime malad- 
justments and tragedies that fill the historical 
works on the subject. 
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The Second Hundred Years 


G. Howarp Gowen, M.D., SPRINGFIELD 


HERE has been improvement in life ex- 

pectancy at birth in the United States (all 
races and both sexes) from 47.3 years in 1900 
to 68.6 years in 1952.1 Concomitantly, those 65 
years and over now form a larger per cent of the 
total population. Their future, however, in terms 
of average remaining lifetime in years has not 
markedly improved since 1900.2 It is doubtful 
if there will be significant a change in life ex- 
pectancy at 65 and over until the research lab- 
oratories have provided methods to combat the 
inroads of illness such as cardiovascular disease, 
cancer, and vascular lesions affecting the central 
nervous system. The efforts of science have never 
been more intense nor better directed, and it is 
reasonable to expect that some of the answers 
will be found in the foreseeable future. Once this 
has happened, a sizable number of persons 
should begin to break the 100 year age barrier. 
It is the purpose of this paper to make certain 
observations about residents of Illinois who lived 
into their second century. Since morbidity fig- 
ures are not available, death statistics will have 
to be used for this purpose. 

Table 1 shows the number of deaths in the 
age group 100 years and over from 1921 through 
1955.° There are fluctuations from year to year, 
and the slight upward trend could be accounted 
for by the gradual increase in total population. 
It is apparent that more females live into their 
second century than males. 

Table 2 gives a more detailed breakdown of 
the deaths in 1955. Of those who live to be 100 
or more, only a few survive beyond 104 years. 
The predominance of the female is again em- 
phasized. 

Table 3 gives the causes of death as reported 
on the death certificate.* Persons living to be 
100 years of age and over are having their lives 
terminated principally by cardiovascular disease, 
arteriosclerosis in particular. How long they 


Deputy Director, Division of Hospitals and Chronic 
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could have lived were it possible to prevent ar- 
teriosclerosis is a moot question, The potentiali- 
ties, however, are apparent. Table 4 was pre- 


TABLE 1 
DEATHS OF PERSONS 100 YEARS OF 
AND OVER: ILLINOIS, 1921-1955 


AGE 








Male Female 


YEAR 


1955* 
1954* 
1953* 
1952* 
1951* 
1950* 
1949* 
1948* 
1947* 
1946* 
1945* 
1944* 
1943* 
1942* 
1941* 
1940* 
1939** 
1938** 
1937** 
1936** 
1935** 
1934** 
1933** 
1932** 
1931** 
1930** 
1929+* 
1928** 
1927** 
1926** 
1925** 
1924** 
1923** 
1922** 
1921** 


TOTAL 








*Deaths of Illinois Residents Including Those Dying 
Outside The State. 

**All Deaths Occurring Within Illinois, Irrespective 
Of The Decedent’s Usual State Of Residence. 
SOURCE: Bureau of Statistics, Illinois Department 

Of Public Health, Springfield, Illinois, Unpublished 

Data. 
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TABLE 2 


DEATHS AMONG ILLINOIS RESIDENTS OF 


PERSONS 100 YEARS OF AGE AND OVER; 
BY AGE AND SEX: 1955 








SEX 


TOTAL Male Female 
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SOURCE: Bureau of Statistics, Illinois Department 
of Public Health, Springfield, Illinois, Unpublished 
Data. 


pared to compare the leading causes of death 
100 years and over with those of all residents. 
The only notable difference is that in the group 


TABLE 4 
LEADING CAUSES OF DEATH: 
ILLINOIS, 1955 








100 Years and Over 
. Heart Disease 
. Vascular lesions 
affecting central 
nervous system 
3. Pneumonia and 
influenza 
. Miscellaneous 
(one each) 
. Accident 
. Cancer 
. Senility 
. Gastro-enteritis 
and colitis 


All Age Groups 
1. Heart Disease 
2. Cancer 
3. Vascular lesions affecting 
central nervous system 
4. All accidents 





SOURCE: Bureau of Statistics, Illinois Department 
of Public Health, Springfield, Illinois, Unpublished 
Data. ‘ 


100 years and over, vascular lesions affecting the 
central nervous system have replaced cancer as 
the second most important cause of death. 

To attempt to obtain other information about 
the age group under discussion, a study was 


TABLE 3 
CAUSES OF DEATH AMONG ILLINOIS RESIDENTS OF 100 YEARS OF AGE AND OVER—1955 








Cause 


International 
List Number* 


Sex 
Male 





Total Female 





Cancer of Large Intestine 
Cerebral Hemorrhage 

Cerebral Embolism & Thrombosis 
Arteriosclerotic Heart Disease 


Chronic Endocarditis 
Other Myocardial Degeneration 


Acute Myocarditis not Rheumatic 
Other Diseases of Heart 
Hypertensive Disease 


General Arteriosclerosis 
Influenza without Pneumonia 
Bronchopneumonia 


Gastro-Enteritis & Colitis 
Senility Without Psychosis 


All Causes 
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*From International Statistical Classification of Diseases, Injuries, and Causes of Death (Sixth Revision. 


1948), World Health Organization. 


SOURCE: Bureau of Statistics, Illinois Department of Public Health, Springfield, Illinois, Unpublished Data. 
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made of the death certificates of those dying in 
1955. Thirty-three were residents of Chicago 
and Cook County, and an almost equal number 
were residents of downstate Illinois. Analyzing 
the deaths by county it was found that they were 
widely distributed throughout the State with 
heaviest concentrations in Adams County and 
St. Clair County, three in the former and four 
in the latter. When consideration is given to the 
fact that the population of St. Clair County is 
slightly more than three times the population 
of Adams County, the three deaths in Adams 
County become more meaningful. Also, it is 
known that in Adams County the population 
65 years and over composes a greater percentage 
of the total population than is true of Illinois 
as a whole. 

The following table shows where these deaths 
occurred : 

Own Home Nursing Home Hospital 

State total 42 14 11 
Chicago and 
Cook County 18 6 
Downstate 24 5 5 

Most of these centenarians were in their own 
homes at the time of death, which is probably 
not what would commonly be expected. ‘The pat- 
tern is not materially different between the Chi- 





Who’s cooking? 

“T always have an upset when we eat at my 
mother-in-law’s. There’s something about the 
way she cooks—no matter what it is—that just 
doesn’t agree with me. 

“T wouldn’t want to go to Europe and besides, 
the food would make me sick. 
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cago area and downstate, although in the latter 
there was a greater tendency to keep the older 
person at home. 

SUMMARY 

1, From 1921 through 1955 in Illinois, 1,549 
persons reached 100 years before dying. Of 
these, 558 were males and 991 were fe- 
males. 

2. Cardiovascular disease was largely respon- 
sible for the deaths occurring in this age 
group during 1955. 

3. Of those who died in 1955 more than 60 
per cent were living in their own homes 
at the time of death. The deaths were wide- 
ly scattered throughout the State and the 
number who were residents of Chicago and 
Cook County were practically equal to 
those living downstate. 

. During the 35 year period from 1921 
through 1955, there has beeh no change in 
the number of persons reaching 100 years 
of age that could not be accounted for on 
the basis of general population increase. 

REFERENCES 
. Life Insurance Fact Book. Inst. of Life Ins. New York, 1955. 
. Vital Statistics, Spec. Reports, 38:5, and 41:1; National Of- 
fice of Vital Statistics. 


. Bureau of Statistics, Illinois Department of Public Health, 
Springfield. Unpublished Data from Official Vital Statistics. 


“Aren’t you afraid to take your kids to Flor- 
ida? They will probably get sick from the 
strange. food.” 

Such remarks are commonplace and not only 
in our society. Harriett Bruce Moore. The 
Meaning of Food. Am. J. Clin. Nut. Jan.-Feb. 
1957. 


Illinois Medical Journal 





Of 


fe- 


on- 
age 


60 
nes 
de- 
the 
und 

to 


21 
in 
ars 
on 


The Problems of Ulcerative Colitis — 
A Blueprint for Research in Gastroenterology 


JosEPH B. KirsNeEr, PrRoFeEssor OF MEDICINE, UNIVERSITY OF CHICAGO 


Doctor Samter: The gastrointestinal tract has 
always furnished us with interesting topics for 
discussion because so many of its diseases - are 
multiple-factor diseases. Infections, allergies, 
emotional disorders, endocrine regulations ap- 
pear to cooperate in its difficulties and empha- 
size the need for a rigid differential-diagnostic 
approach. We are happy to welcome Doctor 
Joseph B. Kirsner, Professor of Medicine at the 
University of Chicago and President of the 
Chicago Society of Internal Medicine, to our 
Seminar. As you all know, Doctor Kirsner has 
done extensive investigative work on the prob- 
lems of ulcerative colitis. 

Doctor Kirsner: Thank you, Doctor Samter. 
It is true that the study of ulcerative colitis 
combines several disciplines at both clinical and 
basic levels. I shall outline some of the clinical, 
therapeutic and pathologic aspects of ulcerative 
colitis, with reference to its development and 
course and also describe some of our studies 
concerning this mysterious disease. In doing 
this, I am well aware of the fact that I shall 
present you with questions rather than with 
answers, 

Ulcerative colitis is both an acute and a chron- 
ic ulcerative disease. Proctoscopy usually dem- 
onstrates diffuse inflammation, small erosions 
and ulcerations, intense hyperemia and conges- 
tion. There may be severe necrosis of the bowel 
wall, especially involving the mucosa and sub- 
mucosa; not infrequently only small islands of 
mucosal tissue remain; yet the potential for 
healing is great and striking regeneration of the 
bowel wall may be observed. 

Ulcerative colitis is commonly thought to be 
a disease of young adults, between the ages of 
twenty to forty. However, it occurs at all ages 
—in children as well as adults. During the past 
year, I have seen a number of very young patients 
with rather extensive colitis. The relatively 
young age of onset perhaps represents a clue 
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as to pathogenesis, possibly reflecting hyper-re- 
activity of the colonic tissue or some factor in- 
creasing the susceptibility to the disease. On the 
other hand, ulcerative colitis occasionally begins 
in individuals over the age of 60, so that the 
age factor may not be too significant. 

In 50 percent of cases, the entire colon is 
involved ; and in the remainder varying portions 
of the bowel are affected ; most often the rectum, 
sigmoid and descending colon. In some in- 
stances, there is no x-ray evidence of the disease, 
though the proctoscopic changes are unequivocal. 
Ulcerative colitis is typically a chronic and re- 
current illness. The mortality rate seems to be 
highest during the first one or two years of ill- 
ness. Subsequently the disease may persist for 
many years. 

The course of ulcerative colitis is quite vari- 
able. In perhaps 50 to 60 percent of cases, in 
our experience, the initial bowel involvement, 
as demonstrated by x-rays, remains the only or 
the maximal involvement throughout the pa- 
tients’ illness. In a small number of patients 
the disease begins in the rectum and progresses 
relentlessly to involve the entire colon. In other 
instances there may be improvement in the roent- 
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gen appearance of the colon, with reversibility 
towards normal. 


The numerous complications include polyp 
formation, carcinoma, hemorrhage, giant ulcera- 
tions, perforation and peritonitis, strictures and 
obstruction, fistulae and abscess formation, elec- 
trolyte depletion, impaired absorption and a 
variety of systemic effects. Carcinomatous 
changes may occur in 3 percent of cases, definite- 
ly higher than the incidence of carcinoma of the 
colon in the general population. The figures will 
depend to some extent on the type of material 
under study, whether it be clinical, surgical, or 
obtained on autopsy. Systemic complications in- 
clude anemia, nutritional deficiency, pyoderma 
gangrenosum, arthritis, vascular thrombosis, 
iritis, erythema nodosum, hepatitis, fatty or de- 
generative changes, or cirrhosis of the liver, pan- 
creatitis, glomerulitis, and adrenal insufficiency. 
Perforation and peritonitis are the principal 
causes of death; followed by hemorrhage, car- 
cinoma, vascular thromboses, pneumonia, mal- 
nutrition, electrolyte and fluid depletion. 


The medical treatment of ulcerative colitis is 
symptomatic, individualized and prolonged. In 
a practical sense, this means understanding, in- 


finite patience, rest, elimination of infection, 
proper nutrition, psychotherapy and hormonal 
therapy. Steroid therapy, although not curative, 
is quite helpful. In a series of 180 unselected 
cases, steroids induced remissions in 164. 115 
cases relapsed when the dose was reduced or the 
medication discontinued, but with retreatment, 
steroids induced remission in 85 cases. The pro- 
longed use of steroids in many patients with 
uleeratice colitis seems to be useful ; the incidence 
of complications, in our experience, has been 
remarkably low. 


What then are the prospects of treatment? 
Medical treatment is effective in approximately 
80 percent of cases; despite relapses and re- 
missions, patients are able to lead useful lives. 
Surgical treatment with total colectomy and 
ileostomy is indicated in approximately 10 per- 
cent of cases. The course in 5 percent is un- 
certain ; some of these patients eventually require 
surgery. The mortality rate at present is 5 per- 
cent. Evaluation of the need for surgery may 
be very difficult: I recall one case of severe ul- 
cerative colitis seen in 1934 scheduled for ileos- 
tomy, which was deferred because of a respira- 


16 


tory infection. The operation was never per- 
formed and the patient has been in good health 
for many years. In our opinion, merely putting 
the colon at rest with a surgical ileostomy does 
not cure ulcerative colitis. 

Innumerable bacterial agents have been sug- 
gested as etiologically significant ; however, none 
has been established conclusively. Although bac- 
terial counts on the feces of patients are in- 
creased, the identifiable bacteriologic pattern of 
the feces in ulcerative colitis does not differ 
from the norma]. The role of viruses is yet to 
be fully studied; they have been implicated in 
certain enteric infections and may prove to be 
of some importance in ulcerative colitis. 

Many other possible etiologic factors have been 
considered. Emotional disturbances may cause 
hyperfunction of the colon; this observation to- 
gether with the anatomic finding of increased 
numbers of nerve ganglia in the bowel wall of 
patients with ulcerative colitis emphasize the 
role of psychogenic factors. There is a high in- 
cidence of emotional disorders in patients with 
ulcerative colitis. Whatever the psychogenic 
mechanisms, emotional factors are important at 
some level of the disease and must be carefully 
considered in the practical management of the 
patient. In many cases the onset of the disease 
appears to be associated with psychic trauma; 
recurrences are commonly related to episodes 
of stress and nervous tension. The psychogenic 
aspects of ulcerative colitis present many un- 
solved problems: psychosomatic versus soma- 
topsychie factors ; the specificity of the emotional 
disorders ; the apparent infrequency of ulcerative 
colitis after “irritable bowel” syndromes. Con- 
trolled studies are urgently needed in further 
evaluating this problem. 

There have been relatively few attempts to 
produce colitis experimentally, in animals. “Co- 
litis” apparently has been produced by defi- 
ciencies of Vitamin A and folic acid, mesenteric 
lymphatic obstruction, administration of his- 
tamine and lysozyme and by the injection of 
cholinergic drugs such as acetylcholine, doryl, 
mecholyl and prostigmine. In our laboratory, 
intestinal hypermotility has been induced in 
dogs by various cholinergic drugs. Continued 
administration of doryl and mecholyl produced 
a hyperemic, friable, granular mucosa, not un- 
like that seen in the human disease; in some 
dogs, the mecholyl was continued for periods 
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up to 770 days; yet, when the drug was discon- 
tinued, the bowel quickly reverted to normal. 
It has been suggested that emotional disturbances 
might facilitate the release of destructive pro- 
teolytic enzymes. hus, the injection of me- 
lysozyme in colonic pouches of dogs; and in- 
creased amounts of lysozyme are present in the 
feces of patients with active ulcerative colitis. 
However, similar concentrations of lysozyme 
may be induced in dogs, in the absence of ulcera- 
tive colitis, by electrocoagulation of the rectum. 
There is no conclusive evidence that lysozyme 
or similar compounds are of primary etiologic 
importance in ulcerative colitis; however, they 
may contribute secondarily to the process. 

The serum mucoprotein levels are increased 
in ulcerative colitis. However, similar increases 
in neoplasms, chronic infectious diseases, as weil 
as in collagen diseases, suggest that the serum 
mucoproteins, like numerous other tissue re- 
actants, merely reflect tissue injury. 

Another channel of investigation concerns the 
association of ulcerative colitis with other dis- 
eases, such as glomerulonephritis, hay fever, dis- 
seminated lupus erythematosus, periarteritis no- 
dosa, rheumatic fever, rheumatoid arthritis and 
scleroderma—all so-called “connective tissue dis- 
eases ;” however, the relationship may be entirely 
coincidental. 

In recent years, we have investigated the fre- 
quency of carcinoma of the bowel in ulcerative 
colitis by the technique of exfoliative cytology. 
The mucosa appears to react to active inflamma- 
tion by shedding a characteristic cell, which we 
have called the “large bland cell.” Follow-up 
studies on several patients since 1954 have con- 
vinced us that this atypical cell is evidence of 
chronic inflammation rather than of carcinoma. 

Other studies have demonstrated that the 
homogeneous ground substance of the connective 
tissue of the rectum and colon is disorganized 
and the basement membrane is disrupted in 
active ulcerative colitis. The exact significance 
of this observation is yet to be ascertained. Sim- 
ilar changes may be noted in the region of polyps 
and cancer of the colon, but they seem to be 
much more frequent and more severe in active 
ulcerative colitis. It is interesting that ACTH 
may reverse these changes. 

Does the pathology of ulcerative colitis give 
a clue to etiology? Grossly, there is hyperemia, 
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hemorrhage, ulceration and inflammation of the 
bowel wall. The histologic findings include ulcera- 
tion, infiltration with chronic inflammatory 
cells, eryptitis, fibrosis, atypical gland formation, 
giant cell formation or granulomas, polyp for- 
mation, and rarely, vasculitis. 

In summary, the suggested causes of ulcera- 
tive colitis include allergy, hypersensitivity 
phenomena, “collagen disease,” deficiency states, 
enzymatic, infectious, neurogenic and psychogenic 
factors: unfortunately, the fundamental cause 
is yet to be determined. 

Doctor Victor E. Pollak, Instructor in Med- 
icine: One wonders- whether the psychogenic 
factors which are apparent in ulcerative colitis 
are really different from those that accompany 
other forms of colitis? I was, of course, inter- 
ested in your comments on renal tubular lesions 
which occur in ulcerative colitis: do you con- 
sider these specific lesions or do you feel that 
they represent secondary findings perhaps due 
to hypokalemia ? 

Doctor Kirsner: I am not aware of the ex- 
istence of well controlled studies of the role of 
psychogenic factors in ulcerative colitis; I think 
such a controlled study would be difficult to 
design, but it certainly should be attempted. I 
do not regard the renal lesions found in patients 
with ulcerative colitis as representing a single 
specific entity; pyelonephritis is not uncommon ; 
hypokalemia could be a factor in some instances. 

Doctor Walter S. Wood, Instructor in Med- 
icine: Would you elaborate on the relationships 
between polyp formation and carcinoma in ul- 
cerative colitis ? 

Doctor Kirsner: The incidences of both polyps 
and carcinoma of the rectum and colon are in- 
creased in ulcerative colitis; and many observers 
have suggested a direct relationship between the 
two lesions. On the other hand, some investiga- 
tors do not believe that the inflammatory 
pseudopolyps of ulcerative colitis are necessarily 
precancerous. Any focus of regenerative epithelial 
hyperplasia could conceivably progress to car- 
cinoma. I think we would accept the higher in- 
cidence of carcinoma of the colon in this dis- 
ease as very significant. 

Doctor Wood: Would you comment on the in- 
cidence of perforation in the management of 
patients ? 

Doctor Kirsner: We have treated more than 
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200 patients with large doses of steroids with- 
out an increased incidence of perforation. At- 
tention to supportive measures such as correc- 
tion of nutritional deficiencies, prophylactic 
chemotherapy and careful observation in the 
hospital may have reduced the incidence of this 
complication in our series. It is well to remem- 
ber not to give steroids when radiologically and 
clinically the bowel appears distended, since 
this finding probably indicates severe disease of 
the bowel wall and perhaps disruption of the 
muscular layers of the bowel. 

Doctor John D. Blainey, Research Associate 
in Medicine: What is the relationship between 
the duration of the disease and the response to 
therapy ? 

Doctor Kirsner: Patients with mild or mod- 
erate disease respond more readily. Individuals 
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with chronic severe colitis tend to respond slowly 
and to recur more frequently. I am inclined to 
the intensive management of the “early” case 
of ulcerative colitis, in the hope of a more com- 
plete therapeutic response and prevention of 
complication. 

Doctor Blainey: What are your indications 
for surgery? 

Doctor Kirsner: Our indications for surgery 
include uncontrollable hemorrhage from the 
colon, perforation, carcinoma (present or sus- 
pected), obstruction, and failure to respond to 
good medical management in the hospital. I am 
opposed to surgery on the basis of economic con- 
siderations or because of imcomplete response 
to incomplete medical management. Patience and 
perseverance are important ingredients of an 
adequate medical program for ulcerative colitis. 


>>> 


Some Disorders of the Scalp 


JAMEs HERBERT MITCHELL, M.D., Cu1caco 


QO paper on disorders of the scalp should 
begin without two quotations, neither one 
of which have I ever seen in print, but both 
of which I have been quoting over the years. 
The first of these is attributed to Sabouraud, 
who is supposed to have said that a bald head 
and a hairy chest are signs of virility. To young 
men showing unmistakable signs of the Hip- 
pocratic type of baldness this is the only con- 
solation I have been able to give such men. They 
have frequently stuck out their hairy chests and 
agreed that I was probably right about that. 
The second quotation is to the effect that if 
you would be the sort of person you would like 
to be you must first select your grandparents. 
This applies not only to the color of the hair, 
loss of color, and loss of hair itself, but especial- 
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ly to senile alopecia. Not being a Thomas — by 
the way, they are not of the “doubting Thomas” 
family as they know all about the scalp and hair 
—TI recall with amusement a young man who 
had been referred to me by his aunt. Knowing 
the family and observing the unmistakable signs 
of premature alopecia I was obliged to tell the 
young man that he was destined to be bald; 
that he would have the typical Hippocratic type 
of baldness. A few days later the mother of the 
young man met my wife at an afternoon party 
of some kind—we will say a tea party, a eu- 
phemism for a cocktail party—whereupon the 
mother of the young man upbraided my wife 
roundly for my having, as she expressed it, 
“taken all hope away from her son.” On my 
arrival home my wife was considerably upset by 
the way I had subjected her to such criticism. 
Some ten years later, however, the aunt died 
and we attended the memorial services. In the 
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front row, sitting with the family, was a man 
with a perfect and complete Hippocratic type 
of baldness. On the way home I asked my wife 
who the young man was and she told me. I said, 
thereupon, I was not pleased to see that he was 
bald but that I was much pleased to see that my 
prognosis had been correct. 

This happened during the depression at a time 
when I needed the fees but I did not need the 
money that much. Whereas the mother had 
criticized me for taking all hope from the young 
man, I strongly suspect that one of the adver- 
tising, hair growing quacks, took his money and 
left him as bald as I had prophesied he would 
be eventually. 

Any competent dermatologist knows that the 
premature senile type of baldness begins in late 
adolescence and is fairly complete by the middle 
of the third decade, regardless of any visible 
change in the scalp. Innumerable times I heard 
Dr. Ormsby tell patients that they were destined 
to be bald and that unfortunately nothing could 
he done to save the hair. Nevertheless the ad- 
vertising quack states in a quarter page ad that 
“One medical authority found local ailments 
responsible for 316 out of 320 cases of baldness 
and concluded that heredity is an insignificant 
factor.” 

I cannot multiply two by two and be sure of 
the result, but if one authority states that 316 
cases of 320 cases were due to local ailments and 
later it is stated that local scalp disorders are 
considered responsible for up to 92% of all 
haldness, then 92% of 320 cases should be 294 
cases instead of 316 cases. 

It is amusing to follow the advertising of the 
quacks in which are shown the before and after 
pictures of their success in restoring hair in 
cases of alopecia areata. In this disorder, as we 
all know, the hair may regrow or not, as it sees 
fit, in complete disregard of any treatment the 
quacks may apply. 

I am not going to discuss in detail the treat- 
ment of common baldness as Herbert Rattner 
in his Presidential Address at the meeting of 
the Chicago Dermatological Society in January 
1941 gave us such a delightful paper which was 
as amusing as it was scholarly. I reread it re- 
cently with great pleasure and I urged Herbert 
Rattner to reread it himself. As the Hditor of 
the Archives of Dermatology he begged off, say- 
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ing that he had quite a little reading to do these 
days and that he would have to postpone a re- 
reading of his own paper. 

There is a common belief that circulatory dis- 
turbances of the scalp cause premature alopecia. 
Some years ago, because of a family connection, 
a young man fresh out of Harvard Medical 
School, and I mean fresh out of Harvard, was 
a guest of mine at the University Club for lunch- 
eon. He was quite sure of himself and without 
being aware of the fact that I was a dermatologist, 
told me that the cause of alopecia in men was 
due to their wearing hats that are too tight and 
the heads of these men are wedge-like. ‘The old 
dictum that you can always tell a Harvard man, 
but you can’t tell him much, applied very well 
to this young man. He was of the mensuration 
school and was confident he could predict. by 
measurements who would have gallstones, ap- 
pendicitis, diabetes, or kidney stones. We were 
lunching in the main dining room of the Club, 
the members of which are supposed to have col- 
lege degrees. I called his attention to numerous 
bald pates with bulging brows of the Boston 
bean type and asked him to point out one bald 
head with the wedge-shaped type of skull. He 
surveyed the men and admitted he was unable 
to find one of the type he had described. Fur- 
thermore, I said that the last two patients I had 
seen before appearing at luncheon were twin 
boys, sons of a father who had typical Hippo- 
cratic complete baldness. The boys were on their 
way to entrain for the fall term of an eastern 
secondary school, and examination disclosed that 
at 18 they were candidates for their father’s 
baldness. In a discussion of the etiology with 
the mother she informed me that neither boy 
had ever owned a hat. 


Sabouraud says that to attribute calvities to 
a cap or to a dressing of the hair is another ex- 
ample of sophistry. “Post hoc, ergo propter 
hoc.” He also states (loc. cit.) that in ordinary 
baldness the younger the man the faster the 
progress. He states that although considered by 
the public a sign of precocious senility, it is not 
a disease of the aged but of the young, the very 
young. It is true there are many more bald old 
men than young men but once bald, always bald. 
Those who are bald young remain bald at 70. 


In addition it is an established fact that com- 
mon baldness is handed down through the male 
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line, although it may be transmitted through 
the female without that female showing any 
signs of baldness. Miller? calls attention to the 
possibility that baldness may be a generalized 
primate trait instead of a specifically human de- 
velopment and that it is forced upon man be- 
cause it is one of the traits common to primates. 


Over the years, when called upon to explain 
the cause of stasis dermatitis and leg ulcers I 
have told patients that when our ancestors got 
smart and began walking on their hind legs 
they doomed us to suffer from four disorders — 
namely, leg ulcers, inguinal hernia, low back 
pain, and interference with drainage of the si- 
nuses, According to Miller, a fifth should be 
added common baldness in the male. 


Some years ago a young man in his middle 
30’s with a typical Hippocratic baldness con- 
sulted me about his loss of hair. He had been 
seen by many dermatologists in various parts 
of the middle west and was firmly convinced 
that the trouble was sluggish circulation in the 
scalp. Therefore, whenever he thought of it, 
which was apparently all the time, with both 
hands he pushed his scalp up and down at the 
sides. The result was that he had produced par- 
allel wrinkles in the bald vertex, thereby mak- 
ing the baldness more conspicuous than it other- 
wise would have been. 


In about this same decade — I have been at 
it so long I have ceased dating by the years, 
only by the decades — we attended a large din- 
ner party and on the way home my wife told me 
her dinner partner regaled her all through din- 
ner with the various efforts he had made to re- 
tain his hair. He had stood in line by the hour 
which formed all the way around a suburban 
block waiting to get his Sunday morning injec- 
tion of pituitary hormone. Fortunately for my 
standing in the home I was the only derma- 
tologist whom he had hadn’t consulted. My wife 
was puzzled by the stupendous efforts he had 
exerted to keep his hair because, she commented, 
she was unable to comprehend how hair could 
improve his unattractive appearance. 


The role played by seborrhea in baldness has 
always puzzled me. The term seborrhea was 


coined by Fuchs in 1840 and is a bastard word 
born of a Latin father and Greek mother. I have 


seen both men and women with marked sebor- 
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rhea present for years with no alopecia and | 
have seen, as we all have seen, marked alopecia, 
especially of the Hippocratic type, with no sebor- 
rhea. Purdy* says, “The barber will tell you that 
you have seborrheic alopecia if your skin is 
greasy, but will blame a dry scalp if it is not.” 


Since puberty I have been bothered by marked 
seborrhea of the scalp and I keep trying to re- 
member to mop my oily forehead, but notwith- 
standing I have been fortunate in keeping a fair 
share of hair. 


Perhaps I was fortunate in having this sebor- 
rhea in that it was my introduction to a modern 
concept of allergy. As a Fellow in the Pathology 
Department under H. Gideon Wells I copied a 
formula found in Dr. James Nevins Hyde’s text- 
book for the treatment of seborrhea of the scalp. 
The formula consisted of salicylic acid, resorcin, 
and sulfur in petrolatum, which I prepared in 
the laboratory. On a Sunday morning, in the 
dormitory, I shampooed my scalp thoroughly 
and applied the ointment. At breakfast that 
morning I ate strawberry preserves, given to the 
fraternity house by one of the fraternity 
mothers. By nighfall I was in misery, due to a 
universal pruritic toxic eruption. Having eaten 
fresh strawberries all my life I was loath to ac- 
cept the eruption as due to preserved straw- 
berries. By the end of the week the eruption had 
cleared, and cheered on. by the fraternity broth- 
ers I determined to demonstrate whether or not 
the strawberry preserves had produced the erup- 
tion. Again, Sunday morning I ingested more 
strawberry preserves for breakfast. That evening 
I was worse than ever and I was about con- 
vinced, but to prove my contention I repeated 
the experiment for the third Sunday morning 
with much amusement to my fellow members. 
The result was terrific and I decided that Id 
had enough and that would be the last of straw- 
berry preserves for me. 


However, the following Sunday night was by 
far the worst of all, and I decided to make a 
careful survey of the past few weeks. It occurred 
to me that the ointment might have had some- 
thing to do with the eruption and therefore I 
prepared an ointment containing salicylic acid 
only, which was applied after the Sunday morn- 
ing shampoo. Nothing happened. The following 
week I applied an ointment containing sulfur 
without any untoward result. The next Sunday 
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I applied an ointment containing resorcin, with 
frightful results. Some years later in practice I 
saw my first two patients with severe contact 
dermatitis due to resorcin contained in anusol 
suppositories.* 

Over these many years I have repeatedly 
stated in discussions that I have been the only 
one present who did not accept without qualifi- 
cation what is meant by seborrheic dermatitis. 
I am much pleased to have the opportunity to 
read the paper by Purdy (loc. cit.) who has ex- 
pressed views on this subject much better than I 
could have done. 


In the various editions of Ormsby’s “Diseases 
of the Skin” there have appeared photographs 
which I made years ago and which were labeled 
dermatitis seborrheica of the ears, scalp, and 
axillae. I did not accept some of those diagnoses 
then and I do not accept them now. Some of 
those cases were on an infectious basis due either 
to bacteria or to monilia. The scalp is susceptible 
to various infections such as impetigo and ery- 
sipelas due to streptococci, follicular lesions due 
to staphylococci, and also to the many fungi. 


I wish to discuss now the etiology of dandruff. 
I have read all of the pros and cons and I do 
not ask you to accept my opinion on the subject. 
Dandruff is the disorder of the scalp most com- 
monly seen in the dermatologist’s office. Years 
ago in the horse and buggy days, an elderly 
physician, when asked about dandruff, snorted 
“Who ever saw a good horse that didn’t have 
dandruff?” Those of you who remember my 
preceptor and associate will recall his thick, 
wavy, snow white hair, which he retained to the 
last, with no sign of alopecia. Some years after 
I left his office a patient came to me because of 
her dandruff. She stated that she had consulted 
my chief, but when she saw the dandruff on his 
blue coat collar she never returned. [ told her 
that I had managed that very easily by always 
wearing a white coat in the office. 

In the same display advertising quoted above 
appears this statement “Dandruff is always a 
sign of a diseased scalp whether other symptoms 
have appeared or not. Seborrheic eczema or dan- 
druff is in my opinion a forerunner of most cases 
of senile baldness.” 

In all cases of scaling of the scalp I collect 
routinely the scales on a slide, press them care- 
fully on to the glass with a knife blade, fix with 
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heat, and stain with Loeffler methylene blue. In 
psoriasis or bacterial scaling the organisms of 
pityrosporum ovale will be absent or only an 
occasional organism will be seen, thereby making 
this technique an excellent aid in the differen- 
tial diagnosis. It is constantly being said that 
pityrosporum can be demonstrated in the skin 
of most scalps. That statement is true. It also is 
true that staphylococci can be demonstrated in 
the follicles of all skins, hence the need for 
gloves in surgery. Streptococci are much less 
likely to be found on normal skin unless there 
is some focus of infection nearby, but may be 
found in the tonsils of patients with tonsillitis, 
and diphtheria and typhoid bacilli may be found 
in carriers. Pityrosporum ovale may be found 
in profusion in the scales of patches on the fore- 
head, cheeks, and even on the chin in rare cases 
in scaly erythematous areas. 


Is pityrosporum ovale a pathogen? We have 
heard much discussion in the past few years 
from the “Commies” and the “Fifth Amend- 
ment Amendmenters” on “guilt by association.” 
If pityrosporum ovale is not a pathogen at least 
it can be convicted on guilt by association. It is 
a generally accepted fact that microsporon fur- 
fur is the pathogen involved in pityriasis versi- 
color and that microsporon minutissimum is the 
pathogen for erythrasma. 

Conant® says “Microscopic examination of 
scales of erythrasma in 10 per cent potassium 
hydroxide in which the minute organisms may 
be seen definitely establishes the diagnosis.” But 
he does not mention pityrosporum ovale in any 
capacity. 

Lewis and Hopper*, however, cite many ref- 
erences and state “There is still divided opinion 
among many investigators regarding the patho- 
genicity of pityrosporum ovale. Many feel that 
the work of Engman and his collaborators is de- 
cisive and that there is as much, if not more, 
proof of a casual relationship between pityro- 
sporum ovale and dandruff a between micro- 
sporon furfur and tinea versicolor.” 

Quacks have been with us since the beginning 
of time and in all walks of life. The most harm- 
less are the self-styled hair specialists. No harm 
is done by them because they keep hope spring- 
ing eternal in the human breast. If the mother 


had taken her son to the “trichologist” in one 
of these quack places, instead of sending him to 
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me, he and she could have had their hopes all 
of those years, bolstered by the fact that they 
thought they were getting their money’s worth. 

I have noted that a well known band leader 
with a gorgeous growth of hair, for which no 
claim is made by the advertisers that it was 
grown by them, finds that the treatment given 
him is soothing and relaxing. I respectfully 
suggest that the quacks start working on an 
attempt to grow hair on the bald pate of a world 
famous conductor. 

“Trichologists” are able to demonstrate that 
they have stopped the hair from falling but the 
weekly shampoos send all the loose hair down 
the drain and the client is unable to open his 
eyes or he will get an eyeful of detergent. Even- 
tually, however, he may have his doubts but he 
also has his hopes, which sustain him for some 
time to come. Growing hair by the “trichologist,” 
however, is not as easy to demonstrate except 
in alopecia areata, in cases of which, as said be- 
fore, the hair may grow regardless of what is 
done or not done. The fad of brushing the hair 
with (one or two) a hundred strokes daily has 
always seemed to me to be a great waste of time 
and effort. After the hair has left the follicle it 
is on its own, much like the baby robin which 
has been pushed out of its nest by the mother. 
[ was told, one time, by a septuagenarian wom- 
an that she gave her hair 200 strokes daily and 


a shampoo twice a year. I asked why the sham- 
poo ? 

The best treatment I have yet found for pity- 
rosporum ovale scaling (dandruff) in the scalp, 
is selenium sulflde (Selsun®). It is of no value 
in psoriatic scaling, of little value in so-called 
seborrheic dermatitis, and of no value in bac- 
terial infections of the scalp. Therefore, it is of 
the utmost importance to determine the diag- 
nosis by microscopic examination. 


I’ve seen no case such as reported by Grover’ 
describing the temporary loss of hair in females 
using Selsun. All of his six cases occurred in 
females, ranging in age from 18 to 56 years, 
and in all cases the falling was coincident with 
the use of Selsun and ceased with the cessation 
of its use. It is unfortunate that no further note 
is made of the scalp condition, other than that 
of “simple seborrheic dermatitis”, whatever that 
is. 
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Accessory Thymus (Paratracheal) 
with Tracheal Obstruction 


IRVING WEISSMAN, M.D., ano W. C. Smitu, 


ee difficulty is not an uncom- 

mon problem in the newborn, Every radi- 
ologist has had occasion to examine chest roent- 
genograms of an infant with obstructive breath- 
ing referred by a clinician to determine the de- 
gree of thymic enlargement as a possible cause 
for the obstruction. It has always been our belief 
that enlargement of the thymus gland per se is 
rarely if ever a cause of tracheal compression 
or obstructive respiration, 

Caffey? states: “There is no doubt that many 
large mediastinal shadows shrink after radiation 
treatment and do therefore represent large thy- 
muses. But there is great doubt that such thy- 
muses ever cause obstructive dyspnea or cya- 
nosis. Careful studies of patients with obstruc- 
tive symptoms usually demonstrate the real 
cause of the obstruction in such lesion as con- 
genital obstructions in the respiratory or cardi- 
ovascular systems, cerebral disease, respiratory 
infections, or other disorders, many of which 
can be treated successfully. The roentgen diag- 
nosis of enlargement of thymus gland, usually 
erroneous, tends to discourage investigations 
which are essential to accurate diagnosis and 
effective treatment.” 

Potter® in her book, “Pathology of Fetuses 
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and Newborns” says: “Among the 8,000 autop- 
sies on infants under 1 year of age that I have 
been fortunate enough to observe, the thymus 
has never shown any abnormality that might 
have led to death. It cannot be denied that in- 
fants occasionally die unexpectedly, but there is 
no evidence, unless an actual tumor is present, 
that the thymus is responsible or that X-ray 
treatment would have prevented death.” 


We are in accord with the opinions expressed 
by Caffey and Potter. The case reported here, 
however, is one in which we reported some en- 
largement of the thymus gland. But we could 
not blame it for the severe respiratory difficulty 
present in this infant, particularly since the 
tracheal shadow within the chest could be iden- 
tified as air containing, both fluoroscopically 
and on film examination, without enroachment 
by the enlarged thymus. The infant was in poor 
condition with extreme dyspnea and died before 
further diagnostic procedures or definitive treat- 
ment could be instituted. 

Postmortem findings of accessory thymus sur- 
rounding the trachea high in the neck and pro- 
ducing marked occlusion of it, (Figure 3) and 
—in the opinion of the pathologist as the prime 
cause of death—has given us much concern. Pos- 
sibly a short course of radiation therapy directed 
to the neck would have reduced the size of the 





Figure 1. P.A. Preterminal chest film shows mini- 
mal enlargement of the thymus gland to the right. 
The film serves to show normally expanded lungs 
bilaterally with no evidence of congenital atelec- 
tasis. 


aberrant gland and thus saved the life of this 
infant. We offer this case as one to be borne in 
mind when clinician and radiologist are search- 
ing for a possible cause of obstructive breathing 
in the newborn with or without evidence of 
thymic enlargement in the chest. 

This infant was a full term, vertex spontane- 
ous delivery. Pregnancy and delivery were un- 
eventful. Respiratory distress was prominent 
from time of delivery. Respirations were labored 
and noisy and the infant was intensely cyanotic 
out of oxygen. The lung fields were full of crepi- 
tant rales. Clinical impression included : tracheal 
compression by congenital vascular ring, con- 
genital atelectasis, cerebral disease, and en- 
croachment on trachea by large thymus. Flu- 
oroscopy of chest revealed symmetrical aeration 
of the lungs with some hyperaeration in the lung 
bases. There was no shift of heart or mediasti- 
num. The diaphragm was depressed bilaterally 
with limited excursion on both sides suggestive 
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Figure 2. Lateral preterminal chest film shows air 
containing tracheal shadow, undoubtedly due to 
ball-valve block of the upper trachea. 


of high tracheal obstruction. There was broad- 
ening of the supracardiac shadow believed to be 
due to enlargement of the thymus primarily to 
the right. The tracheal shadow in the chest was 
visualized and appeared normally air contain- 
ing without encroachment or defect. The aorta 
appeared normal but barium swallow could not 
be given because of the poor condition of the 
patient (requiring continuous oxygen during the 
fluoroscopic procedure). The infant became 
markedly cyanotic and the examination was dis- 
continued. These findings are confirmed by chest 
films (Figures 1 and 2). 

Despite supportive treatment (continuous ox- 
ygen, respiratory and cardiac stimulants, and 
subcutaneous fluids) the infant’s condition de- 
teriorated steadily and she expired 24 hours 
postpartum. 

Postmortem examination revealed the follow- 
ing salient findings: The thymus gland was en- 
larged, weighing 23 grams. It was soft in con- 
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Figure 3. Postmortem specimen of trachea and 
mediastinum shows moderate, bilobar enlargement 
of the thymus gland with accessory paratracheal 
thymus producing marked constriction of the tra- 
chea, allowing only a fine probe through its lumen. 


sistency and sectioned surfaces. were pinkish- 
yellow and smooth. Extending from the superior 
pole of the thymus gland, two accessory lobes 
projected upward into the neck, extending as 
far as the lower border of the larynx, directly 
continuous with the main mass of thymus gland. 
The two lobes, joined in the midline, were sym- 
metrical (Figure 3). Each lobe measured 3 cm. 
X 1.2 cm. in greatest dimensions. They almost 
completely encircled the trachea, producing 
marked narrowing of its lumen, barely permit- 
ting a probe to pass through it. 

Microscopically, the ectopic tissue showed 
dense compact lymphoid tissue separated by 
vascularized connective tissue septa. The com- 
ponent cells had small dark round nuclei and 
scant cytoplasm. Distinct cortex and medulla 
were recognizable. In the medulla, the lympho- 
cytes were few in number and were separated 
by reticulum cells. The medulla also contained 
numerous spherical or ovoid structures com- 
posed of concentrically arranged cells (Hassall’s 
corpuscles). Diagnosis: Thymus gland. 

Final pathological diagnosis included : 
1. Accessory thymus gland in neck with marked 

constriction of trachea (Figure 3). 
. Enlargement of thymus gland. 
3. Subpericardial and subpleural petachiae. 


. Acute tracheobronchitis. 
DISCUSSION 


The presence of a thymus gland in the neck 
can be logically explained embryologically. The 
thymus is an outgrowth of the third branchial 


for July, 1957 


pouch, According to Laage-Hellman, it developes 
also from the fourth branchial pouch. The para- 
thyroids also develop from this site, the lower 
parathyroid coming from a thickening of the 
third branchial pouch and the upper parathy- 
roids, from the fourth. 


During fetal life the thymus reaches its final 
site in the anterior mediastinal cavity on the 
grounds of lengthening of the neck and some 
caudal movement. During this migration it 
passes the organs, developing from the fourth 
branchial pouch so that they finally lie cranially 
of the thymus. In addition to the upper para- 
thyroid glands a thymus primordium — the so- 
called thymus IV — develops from the fourth 
branchial pouch. During fetal life, this thymus 
IV is situated, together with the parathyroids, — 
beside the upper lobe of the thyroid gland, usual- 
ly dorsally and medially of it. As a rule, how- 
ever, the thymus [V disappears before the end 
of fetal life. | gal 

‘he occurrence of accessory thymus of the 
neck is not as a rule mentioned in textbooks of 
pathology and surgery. Gilmour* presents an in- 
teresting series of 13 cases of thymic tissue in 
unusual positions. In one there was bilateral 
and in another, unilateral hypoplasia of the 
thymus with complete absence of descent from 
its position in early embryonic life high in the 
neck. Four cases of left sided partial failure of 
descent of thymus III are recorded. In two the 
thoracic thymus extended high up into the neck ; 
two had elongated accessory portions of thymus, 
the so-called thymus lobule III passing up into 
neck from a short distance above the upper pole 
of main thoracic thymus. Seven instances are 
described of inclusion of thymus IV within the 
thyroid. 

Laage-Hellman® reports a case of accessory 
thymus tissue of the neck in an adult for which 
operation was performed. He further pointe out 
that aberrant or accessory glands should be 
counted among the potentially malignant tu- 
mors. Aberrant thyroid is stated to develop into 
cancer in 3 per cent of the cases (Lahey). Har- 
mon* described a case ‘in which thymus tissue 
was found in the lateral part of the neck, be- 
tween the thyroid gland and hyoid bone. It was 
directly connected to the upper part of thymus. 
Bien? made the same observation in two new- 
born infants. In both, there was an attachment 
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to the normal thymus. In the latter case, two 
accessory thymus lobes were present in the neck. 
In none of the reported cases was death attrib- 
uted to tracheal compression by accessory thy- 
mus but it would appear logical to assume that 
should such accessory thymic lobes become of 
the hyperplastic variety in the neck, tracheal 
compression and death would be inevitable. Such 
was the situation in the case reported here. 
CONCLUSION 
A case of accessory lobes of the thymus lying 
high in the neck, encircling and markedly com- 
pressing the trachea, is deschibed. The embryo- 
logical explanation for the presence of thymus 
gland in the neck is discussed along with a short 


Reciprocity with pride 

The specialist, with his increased knowledge 
in one field, primarily a hospital and an office 
practice, the availability of a good laboratory and 
radiology department, should be respected for 
his contributions in detail and decision. To the 
general practitioner who is covering the water- 
front, facing the day by day challenges of our 
vast American life, making innumerable deci- 
sions in the home, the office, and the hospital, 
guiding serious situations in the right paths for 
correction, and endeavoring to keep abreast of 
the new things in obstetrics as well as in inter- 
nal medicine — to him must go his own dignity. 
There must not be created a sense of inferiority, 
a lowering of morale, a policy of looking down 
on a colleague, or a critical intolerant attitude. 
There are few specialists who — emotionally, 
physically, or intellectually — could stand in 


review of the literature. 

It is our opinion that the radiologist should 
not assume a dogmatic attitude in opposition to 
obstructive dyspnea due to thymus gland in the 
newborn but should be mindful of anomalous 
accessory glands in the neck resulting in tracheal 
compression, 
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the shoes of many of our busy general practi- 
tioners today. Pride in our work is the greatest 
incentive to keep going in a difiicult field. This 
must not be destroyed in either the general prac- 
titioner or the specialist. A. D. Dennison, Jr., 
M.D. To Each His Own Dignity. J. Indiana 
M.A. March 1957. 
< > 


Surgery for parkinsonism 

There is a factual basis for judicious opti- 
mism regarding the future contribution of neu- 
rosurgical therapy to the welfare of patients 
with parkinsonism. In order for these potenti- 
alities to be realized, patients must be cautiously 
and judiciously selected as candidates for op- 
eration and operations of documented merit must 
be painstakingly performed. Irving S. Cooper, 
M.D. Neurosurgical Alleviation of Parkinson- 
ism. New York Acad. Med. Oct. 1955. 
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Dr. Lester S. Reavley heads 
Illinois State Medical Society 


A loss to education has turned out to be med- 
ical profession’s gain. 

In 1917, a grade school teacher in Riverton, 
Ill., decided after four years of teaching that he 
wanted to become a doctor. He entered Loyola 
University Medical School and in 1921 received 
his M.D. degree. On last May 23, that man was 
installed as President of the Illinois State Med- 
ical Society. 

He is Dr. Lester S. Reavley of Sterling. The 
gavel was turned over to him by the retiring 
President, Dr. F. Lee Stone of Chicago, at the 
closing session of the House of Delegates 1957 
annual meeting. 

In the years intervening between the time 
Dr. Reavley started to practice in Sterling in 
1922 until his elevation to his high office, he 
devoted a great deal of his time to the advance- 
ment of the profession in his county and state, 
and in the betterment of his community. Thus, 
it was a logical choice when he was selected to 
head his state Society, with a membership of 
more than 10,000 physicians. 

Dr. Reavley was born in Springfield, IIl., 
June 17, 1894. His early education was received 
in the grade schools of Riverton and Spring- 
field High School. He continued his studies at 
the Tllinois State Normal University, Normal, 
and Valparaiso University, Valparaiso, Ind. 
After his graduation, he taught school for four 
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years before taking up the study of medicine. 

Dr. Reavley is a member of the Whiteside 
County Medical Society, Illinois State Medical 
Society, American Medical Association, Amer- 
ican College of Surgeons and Industrial Med- 
ical Association. He has served his county so- 
ciety as president and was its secretary for 15 
years. In the Illinois State Medical Society, he 
has served on numerous committees and was a 
member of the House of Delegates from 1925 
until this year. 

He also served as president of the staff and 
chief of surgery at the Community General Hos- 
pital, Sterling, for several years. He was a mem- 
ber of the Sterling school board for more than 
15 years and president of the board for eight 
years. When the National Bank of Sterling was 
organized in 1934, he became director, later 
served as president and now is chairman of the 
board of directors. 

Dr. Reavley is married and has a daughter, 
Mrs. William H. Dahlke of Minneapolis, and a 
son, David, 22. He is a member of the River- 
ton (Ill.) Masonic Lodge; Sterling Elks Lodge ; 
Gyro Club, which is interested in physically 
handicapped children, and the American Legion. 


< > 


Dr. Raleigh C. Oldfield 


is chosen president-elect 


Dr: Raleigh Charles Oldfield, who has: prac- 
ticed in Oak Park for 41 years, was chosen pres- 


27 








ident-elect of the Illinois State Medical Society 
at the last annual meeting. Dr. Oldfield has 
been active in the affairs of the Society, being 
a member of the Council at the time of his elec- 
tion to his present post. 

He was born in Chicago, December 9, 1892, 
and obtained his M.D. degree from Loyola Uni- 
versity in 1915. After interning in the West 
Suburban Hospital, Oak Park, he joined the 
staff and has been associated with the hospital 
ever since. He taught nurses there for 15 years 
and presently is a member of the executive sur- 
gical staff, secretary of the board of trustees and 
committee on nursing education and member of 
numerous committees. 


After his internship he joined the Aux Plaines 
Branch of the Chicago Medical Society and be- 
gan an active career in medical society services 
which will carry him to the leadership of his 
state Society in May 1958. 


Dr. Oldfield is an organizer. He called the 
first meeting and organized the Past Presidents 
Club of the Aux Plaines Branch; is a charter 
member and president of the Aux Plaines Wel- 
fare Club, which gives widows of members $200 
within 24 hours after the death of a member, 
and a charter member and first president of the 
Intern-Resident Alumni Association of West 
Suburban Hospital. 


After serving as president of the Aux Plaines 
Branch in 1930 he was sent to the Chicago Med- 
ical Society as a councilor, a position which he 
still holds. He has served on numerous com- 
mittees of the C.M.S., and for many years was 
chairman of the Committee to Investigate and 
Consider Informal Charges of Unethical Con- 
duct. 


He became a Councilor of the Illinois State 
Medical Society in 1951 and served as first: vice- 
president in 1948. He is or has been a member 
of numerous committees, including Executive, 
Postgraduate Educational, Ethical Relations and 
Journal. He has represented the Society on the 
Department of Nurses Education and Registra- 
tion for Illinois. 


He was taught surgery at Loyola Universtiy 
Stritch School of Medicine. He is on the con- 
sulting staff of the Westlake Hospital, a fellow 
of the American College of Surgeons and In- 
ternational College of Surgeons, a member of the 
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Oak Park Club and Oak Park-River Forest 
Physicians Club, and Mason and Shriner. 

Dr. Oldfield married Miss Margaret Evans in 
1919. They live at 539 Jackson Avenue, River 
Forest. They have one son, Dr. R. Charles Old- 
field, Jr., a thoracic and cardiovascular surgeon ; 
two daughters, Mrs. Elizabeth O. Spaulding and 
Mrs. Margaret P. Maloney, and five grandchil- 
dren. 

His office is at 715 Lake Street, Oak Park. 


< > 


Illinois State Medical Society 
honors Mrs. Beatrice Gilmore 


The Illinois State Medical Society at its an- 
nual banquet, May 22, paid tribute to a grand 
lady who while her husband was in service abroad 
in World War I carried on the duties of Secre- 
tary of the Society. 

Dr. F. Lee Stone, President, presented to 
Mrs. Beatrice Gilmore, a bouquet of American 
Beauty roses. Earlier in the day, Mrs. Gilmore 
had been inducted into the 50 Year Club of the 
Illinois State Medical Society by Dr. Andy Hall 
of Mount Vernon, who at 93 is still an active 
general practitioner. 

Mrs. Gilmore received her M.D. degree from 
the Woman’s College of Philadelphia in 1905, 
shortly after her marriage to Dr. Wilbur H. Gil- 
more. She had high ambitions as a newly made 
physician. 

Her husband had different ideas. He did not 
believe in “hen medics,” as he called those of 
the opposite sex who dared to enter the medical 
profession. He also felt that the way to get rid 
of them was to marry them. His will prevailed 
after her graduation, and she did not enter prac- 
tice. 

However, when Dr. Gilmore was elected Sec- 
retary of the Illinois State Medical Society in 
1913, his wife’ helped him in his duties. So, it 
came to pass that when he went overseas, she 
was named assistant secretary and authorized 
to carry on the work of her husband. Dr. C. 
W. Lillie of East St. Louis was named second 
assistant secretary and functioned at Council 
meetings at which she could not be present. She 
held the position until the return of her hus- 
band in 1918. 

Although Mrs. Gilmore has never practiced 
medicine, she has always worked in behalf of 
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the profession. A son, Dr. John H. Gilmore, is 
a radiologist at the Illinois Masonic Hospital, 
Chicago, following the specialty of his father, 
who died in 1935. 

“Tt is appropriate that Illinois 
should pay honor to this gallant lady,” Dr. 
Stone said. ‘° 


medicine 


< > 


Illinois State Medical Society 
presents awards to laymen 
The annual awards of the Illinois State Med- 
ical Society to a layman and a lay group for 
meritorious service to the medical profession 
this year went to a 
health 
four 


Pres- 


state public 
official and to 
science writers. 
entation of the certif- 
icates was made by 
Dr. F. Lee Stone, 
President of the So- 
ciety, at the annual 
; banquet on May 22. 
The _ individual 
-® award went to Bax- 
Mr. B. K. Richardson ter K. Richardson, 
deputy director of the Illinois Department of 
Public Health for the last 16 years. Group rec- 
ognition was given to the science writers, Mrs. 
Kftie Alley of the Chicago American; Roy J. 
Gibbons of the Chicago Tribune, Robert Kleck- 
ner of the Chicago Sun-Times and Arthur J. 

Snider of the Chicago Daily News. 

Dr. Stone pointed out that Mr. Richardson 
in 38 years of service in the Illinois Depart- 
ment of Public Health “developed modern con- 
cepts of public health education in this state ;” 
has had much to do with the training and estab- 
lishment of health educators as a professional 
specialty in the state, and has been instrumen- 
tal in the organization of full-time local health 
departments in 27 counties. In this work, he 
carned the esteem of the medical profession. 

In presenting the group award, Dr. Stone 
said the science writers have been keeping the 
public informed as to “what the profession has 
done and is doing in minimizing pain, conquer- 
ing disease and prolonging life.” An informed 
public, he said, is “our greatest weapon against 
socialized medicine in this country.” 

Mrs. Alley received her B.A. degree from 
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the University of Arkansas. She worked on 
newspapers in Little Rock and Sioux City be- 
fore joining the Chicago American in 1938, She 
began her science writing in 1940 with a series 
called “Night Nurse,” relating activities at Cook 
County Hospital. 

Mr. Gibbons was educated in St. Ignatius 
College, Cleveland. He entered newspaper work 
in 1917 and 16 years ago joined the Chicago 
Tribune as a correspondent in New York. He 
took up science writing and in 1946-1947 was 
a member of the Admiral Byrd expedition to 
the Antarctica. 

Mr. Kleckner is a graduate of the University 
of Missouri, where he took a pre-medical course. 
He worked on several newspapers and for the 
Associated Press before becoming assistant city 
editor for the Chicago Times (now Sun-Times) 
in 1941. For the last 10 years he also has 
served as science writer. 

Mr. Snider received his B.A. degree from 
the University of Iowa and M.S. from North- 
western University, where he studied specifi- 
cally for science writing. He became science 
editor of the Chicago Daily News in 1946 and 
in 1948 won the Headliners Club award for 
science writing. He is past president of the Na- 
tional Association of Science Writers. 

< > 


1957 annual meeting 
highlights 

On Thursday evening, May 23, the official 
gavel of the Illinois State Medical Society was 
presented to Dr. Lester S. Reavley of Sterling 
by the retiring president, Dr. F. Lee Stone of 
Chicago. 

The election, held earlier that evening resulted 
in the following assuming office for the 1957- 
1958 fiscal year: 
OFFICERS: 

President: Lester S. Reavley, Sterling 

President Elect: Raleigh C. Oldfield, Oak Park 

1st Vice-President: Paul A. Dailey, Carrollton 

2nd_ Vice-President: Patrick H. MeNulty, 
Chicago 

Secretary-Treasurer: Harold M. Camp, Mon- 
mouth 

COUNCILORS 

Carl E. Clark, Sycamore 

Joseph T. O'Neill, Ottawa 

Earl H. Blair, Chicago 


Ist District: 
2nd District: 
3rd_ District: 
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E. “A. Piszezek, Chicago 

H. Close Hesseltine, Chicago 

Caesar Portes, Chicago 

Harry J. Dooley, Oak Park 

Charles P. Blair, Monmouth 

Jacob KE. Reisch, Springfield 

Newton DuPuy, Quincy 

Arthur F. Goodyear, Decatur 

Harlin English, Danville 

Burtis E. Montgomery, Harris- 
burg 

10th District: Willard W, Fullerton, Sparta 
11th District: Edwin S. Hamilton, Kankakee 
Councilor at large: F. Lee Stone, Chicago 
At a meeting of the Council held Friday 


4th District: 
5th District: 
6th District : 
7th District : 
8th District: 
9th District : 


morning, May 24, Dr. H. Close Hesseltine of 
(‘hicago was elected to serve a second year as 
Chairman of the Council. 


A.M.A. Delegates 
Illinois will be represented in the A.M.A. 


House during the next year by the following 
delegates and alternate delegates: 
Delegates 
Percy E. Hopkins, Chicago 
Warren W. Furey, Chicago 
Carl F. Steinhoff, Chicago 
H. Kenneth Scatliff, Chicago 
Walter C. Bornemeier, Chicago 
C. Paul White, Kewanee 
Burtis E. Montgomery, Harrisburg 
J. M. Pfeiffenberger, Alton 
Harlan English, Danville 
Everett P. Coleman, Canton 
Alternates 
Maurice M. Hoeltgen, Chicago 
Leo P. A. Sweeney, Chicago 
Norris J. Heckel, Chicago 
Eugene T. McEnery, Chicago 
Frank H. Fowler, Chicago 
Harry Mantz, Alton 
Joseph T. O’Neill, Ottawa 
Arthur F. Goodyear, Decatur 
George Kirby, Spring Valley 
Robert Heerens, Rockford 
State Society Dues for 1958 


By official action on the part of the House of 
Delegates of the Illinois State Medical Society, 
the 1958 annual dues will remain the same. he 
per capita assessment is $40.00. Of this amount, 
$20.00 is allocated. to the American Medical 
Education Foundation; $2.00 goes into the 
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Benevolence Fund, and the remaining $18.00 
is deposited to the general funds of the State 
Society. 

Therefore the county medical society secre- 
tary will send to the Monmouth office of the 
Secretary - ‘l'reasurer: 

State Medical Society 

dues: of 2.isesc.. 3s... F400 
American Medical 

Association dues of 25.00 
$65.00 per member 


CONSTITUTION AND BY LAWS AMENDED 

Article IV, Section 3, EMERITUS MEM- 
BERS of the Constitution was changed by prop- 
er action of the House of Delegates to read 
as follows: 

“A member who has been in good standing 
continuously for thirty-five years and who has 
reached the age of seventy, may upon applica- 
tion to and upon recommendation of his compo- 
nent society, be made an Emeritus Member and 
have all the rights and privileges of member- 
ship without the payment of dues to the com- 
ponent or state society.” 


The House of Delegates and the Council 
stressed the fact that Emeritus Membership was 
an honor to which a man was elected by his 
county and state societies, and not an auto- 
matic action taken in every case. 

Attendance at the meeting 
Po er ree ee 
Woman’s Auxilary 
Technical Exhibitors 
Guests (interns, students, nurses, etc.) .. 


3,306 


AWARDS FOR SCIENTIFIC EXHIBITS 
For Educational Value: 

Gold Medal: Title: “Benign Diseases of the 
Pancreas.” Exhibitor: Charles B. Puestow and 
W. J. Gillesby. Institution: Veterans Adminis- 
tration Hospital, Hines. 

Silver Medal: Title: “Alopecia Capitis Gen- 
eral Etiologic Survey: (A Practical Teaching 
Classification).” Exhibitor: Julius E. Ginsberg 
and Bruce Bairstowe. Institution: Northwestern 
University Medical School. 

Bronze Medals: Title: “Gynecologic Surgery- 
Illustrations, Discussions of Technique, Pitfalls 
and Complications.” Exhibitor: Walter J. Reich 
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and Mitchell J. Nechtow. Institution: Cook 
County Hospital, Cook County Post-Graduate 
School and Chicago Medical School. Title: “The 
Undescended Testes Problem.” Exhibitor: Norris 
J. Heckel, James H. McDonald and James A. 
Calams. Institution: University of Illinois Col- 
lege of Medicine, Presbyterian Hospital and Ra- 
venswood Hospital. Title: “Maxillo-Facial In- 
juries.” Exhibitor: Robert M. Booth. 

Original Work: 

Gold Medal: Title: “The Viral Etiology of 
Leukemia.” Exhibitor: Steven O. Schwartz, H. 
M. Schoolman, P.B. Szanto, Wilma Spurrier, 
and LeRoy Yates. Institution: The Hektoen 
Institute for Medical Research of the Cook 
County Hospital, Chicago. 

Silver Medal: Title: “Dermal and Epidermal 
Melanocytes.” Exhibitor: Arnold A. Zimmer- 
man and Samuel W. Becker, Jr. Institution: 
Departments of Anatomy and Dermatology 
University of Illinois College of Medicine. 

Bronze Medals: Title: “Regulation of Physi- 
cal Activity in Management of Chronic Disease.” 
Exhibitor: _Edward E. Gordon. Institution: 
Michael Reese Hospital, Chicago. Title: “EEG 
Studies and the Use of Tranquillizer Drugs in 
the Care of Children with Reading, Speech, and 
Adjustment Problems in School.” Exhibitor: 
Homer F. Weir and Robert L. Anderson. In- 
stitution: Rockford Memorial Hospital, Rock- 
ford. Title: “Sex Chromatin in Sexual Anoma- 
lies.” Exhibitor: Joseph H. Kiefer, Ira Rosen- 
thal, Elizabeth McGrew, and I. Pat Bronstein. 
Institution: University of Illinois College of 
Medicine. | | 

< i. ae 


State society makes record 
gift to medical education 


Dr. Lester S. Reavley of Sterling, President 
of the Illinois State Medical Society, and Dr. 
Harold M. Camp of Monmouth, Secretary- 
Treasurer, presented $170,450 to the American 
Medical Education Foundation at a meeting 
of the A.M.A: House of Delegates in New York, 
June 5, setting a new record. 

In making the presentation to Dr. Louis H. 
Bauer, President of the Foundation, Dr. 
Reavley said the contribution represented gifts 
from every member of the Society. Other con- 
tributions by Illinois doctors will bring this 
year’s total to more than $200,000. Last year, 
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Money Talks, Illinois doctors say, as Dr. Harold 
M. Camp, Secretary-Treasurer of the Illinois State 
Medical Society (kneeling left), and Dr. Lester S. 
Reavley, President of the State Society (extreme 
right), turn $170,450 over to Dr. Louis H. Bauer, 
President of the American Medical Education 
Foundation, for medical education. The gift from 
Illinois doctors set a new high mark. 


a then record check of $164,914 was presented 
by Illinois. 

“Our doctors in Illinois believe that if medi- 
cal education in this country is to be kept free 
of government control, financial support must 
come from the profession, industry and the 
public,” Dr. Reavley said. . 

“We backed up this opinion at our annual 
meeting by again allocating $20 per member 
to the American Medica] Education Founda- 
tion.” 

Dr. Bauer, in turn, complimented the Illinois 
State Medical Society for setting the pace in 
support of medical education and presented Dr. 
Reavley for the State Society with the A.M.A. 
Award of Merit for “contribution to the pres- 
ervation and continuance of the high standards 
of medical education in the United States.” 

The American Medical Education Founda- 
tion was organized: in 1951. Since then, Illinois 
physicians have contributed about $1,000,000, 
or far in access of the amount received from any 
other state. 
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Dr. E. S. Hamilton named chairman 
of A.M.A. Board of Trustees 


Signal honor and recognition for an Illinois 
physician came out of the American Medical 
Association’s recent annual meeting in New 

York when Dr. Kd- 
win §. Hamilton of 
Kankakee was elected 
to the important post 
of chairman of the 
A.M.A. Board of 
‘Trustees. 


Dr. Hamilton, 


whose family has been 


associated with the 

medical profession in 

Z Kankakee for more 

Edwin S. Hamilton —than three quarters of 

a century, has been active in the affairs of the 

A.M.A,. for nearly 20 years, He took over the 

chairmanship from Dr. Gunnar Gundersen of 
LaCrosse, Wis., the new President-elect. 

Dr. Hamilton has served several times as 
secretary of his Kankakee County Medical So- 
ciety and as its vice-president, and has always 
been one of its active members. 

At the state level, he has represented his dis- 
trict in the Council of the Illinois State Medi- 
cal Society since 1932, serving through much 
of that time on its key committees. And he has 
served since its inception on the joint commit- 
tee by which the Society and the Illinois Agri- 
cultural Association have financed the educa- 
tion of some eighty-three students for rural 
practice. He was one of our delegates to the 
American Medical ‘Association from 1936 to 
1948. 

At the national level, Dr. Hamilton has 
served as secretary of the Board of Trustees of 
the American Medical Association, having been 
elected in 1948 and re-elected in 1953. His 
terms have covered the most trying period in 
the history of American medicine. Perhaps his 
major service as a trustee was as a member of 
the coordinating committee which supervised the 
fight against the Wagner-Murray-Dingell bills. 
In addition, he has served as chairman of the 
‘Task Force appointed by the Board of Trustees 
to confer with the Department of Defense in 
the development of the Medicare program. 

Dr. Hamilton was a founder and is still del- 
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egate of the World Medical Association, past 
president of the New York Central Railroad 
Surgeons’ Association, trustee of the Interna- 
tional Postgraduate Medical Assembly, and 
vice-chairman of the National Conference on 
Care of the Long-term Patient. He has served 
for years on the Medical Examining Commit- 
tee of the Department of Registration and Ed- 
ucation of Illinois. 

In his community services—American Le- 
gion, Chamber of Commerce, Kiwanis, Elks, the 
Shrine, as a trustee of the Methodist Church, 
as a bank president—he has stood before the 
public as a symbol of all that is best in the 
medical profession. 

Dr. Hamilton speaks well and has a broad 
intelligent grasp of medical affairs at all levels. ~ 
He is able and willing to give the time to the 
office which it requires today. 

< > 


Wisconsin surgeon chosen 
A.M.A. President-elect 


A 60-year-old surgeon from a neighboring 
state was chosen President-elect of the Ameri- 
can Medical Association at the annual meeting 
in New York. He is 
Dr. Gunnar Gunder- 
sen of LaCrosse, Wis. 
Dr. Gundersen, who 
was elected unani- 
mously, will take over 
the Presidency at the 
1958 annual meeting 
in San Francisco. 

Born in‘ LaCrosse 
in 1897, he began the 
private practice of 
medicine in 1922 as 
an associate of his father. He now operates the 
Gundersen Clinic in LaCrosse, along with three 
of his physician brothers. Two other brothers 
practice medicine in the New England area. 

Dr. Gundersen, who is well known to Illinois 
medicine, was President of the State Medical 
Society of Wisconsin for: 1941-42, and has been 
a member of the A.M.A. Board of Trustees 
since 1948, becoming chairman of the board 
in June 1955. 

He is a diplomate of the American Board of 
Surgery, a fellow of the American College of 


Gunnar Gundersen 
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Surgeons and International College of Sur- 
geons, a member of the Council of the World 
Medical Association, and a member of the Amer- 
ican Public Health Association. 

< > 


A.M.A. Distinguished Service 
Award 


The A.M.A. Distinguished Award 
for 1957 was presented to Dr. Tom Douglas 
Spies, head of the department of nutrition and 
metabolism at North- 
western University 
Medical School, Chi- 
cago, and director of 
the nutrition clinic at 
Hillman Hospital, 
Birmingham. 

The presentation, 
made at the A.M.A. 
annual meeting in 
New York, was jor 
Dr. Spies’ outstand- 
ing contribution to 


Service 





Tom D. Spies 
the science of human nutrition. He is the 20th 
physician to receive the annual award, His work 
in the field of nutrition has brought him in- 
ternational recognition. 

<q > 


New principles of medical ethics 


For the past two or three years, the A.M.A. 
House of Delegates has been working on a re- 
vision of the old Principles of Medical Ethics. 
At the 1956 annual meeting, eight of the ten 
short principles were approved, and the Com- 
mittee on Constitution and By-laws of the 
A.M.A. was directed to rewrite sections 6 and 7. 

This was done and the newly revised princi- 
ples were presented at the annual meeting held 
recently at New York. The long discussed _re- 
vision as revised by the committee was ap- 
proved at the final session of the House on 
June 6. 

The new, recently approved version now reads 
as follows: 

“PREAMBLE 


“These principles are intended to aid physicians indi- 
vidually and collectively in maintaining a high level of 
ethical conduct. They are not laws but standards by 
which a physician may determine the propriety of his 
conduct in his relationship with patients, with col- 
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leagues, with members of allied professions, and with 
the public. 

“Section 1.—The principal objective of the medical 
profession is to render service to humanity with full 
respect for the dignity of man. Physicians should merit 
the confidence of patients entrusted to their care, ren- 
dering to each a full measure of service and devotion. 

“Section 2.—Physicians should strive continually to 
improve medical knowledge and skill, and should make 
available to their patients and colleagues the benefits of 
their professional attainments. 

“Section 3—A physician should practice a method of 
healing founded on a scientific basis; and he should not 
voluntarily associate professionally with anyone who 
violates this principle. 

“Section 4.—The medical profession should safe- 
guard the public and itself against physicians deficient 
in moral character or professional competence. Physi- 
cians should observe all laws, uphold the dignity and 
honor of the profession and accept its self-imposed 
disciplines. They should expose, without hesitation, il- 
legal or unethical conduct of. fellow members of the 
profession. 

“Section 5.—A physician may choose whom he will 
serve. In an emergency, however, he should render 
service to the best of his ability. Having undertaken 
the care of a patient, he may not neglect him; and un- 
less he has been discharged he may discontinue his 
services only after giving adequate notice. He should 
not solicit patients. 

“Section 6.—A physician should not dispose of his 
services under terms or conditions which tend to inter- 
fere with or impair the free and complete exercise of 
his medical judgment and skill or tend to cause a de- 
terioration of the quality of medical care. 

“Section 7.—In the practice of medicine a physician 
should limit the source of his professional income to 
medical servicés actually rendered by him, or under 
his supervision, to his patients. His fee should be com- 
mensurate with the services rendered and the patient’s 
ability to pay. He should neither pay nor receive a 
commission for referral of patients. Drugs, remedies 
or appliances may be disposed or supplied by the physi- 
cian provided it is in the best interests of the patient. 

“Section 8—A_ physician should seek consultation 
upon request; in doubtful or difficult cases; or when- 
ever it appears that the quality of medical service may 
be enhanced thereby. 

“Section 9.—A physician may not reveal the confi- 
dences entrusted to him-in the course of medical at- 
tendance, or the deficiencies he may observe in the 
character of patients, unless he is required to do so by 
law or unless it becomes necessary in order to protect 
the welfare of the individual or of the community. 

“Section 10.—The honored ideals of the medical pro- 
fession imply that the responsibilities of the physician 
extend not only to the individual, but also to society 
where these responsibilities deserve his interest and 
participation in activities which have the purpose of 
improving both the health and the well-being of the 
individual and the community.” 

In approving the new Principles of Medical 
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Ethics, the House of Delegates also reaffirmed 
the “Guides for Conduct for Physicians in Re- 
lationships with Institutions,” adopted in 1951, 
and requested the Board of ‘Trustees to devise 
and initiate a campaign to educate both phy- 
sicians and the general public to the dangers 
inherent in the illegal corporate practice of med- 
icine in its various forms, 
< > 


Dr. John L. Reichert named 
to Chicago school board 


Dr. John Lester Reichert of Chicago, a 
Councilor of the Illinois State Medical Society 
for the ‘Third District, was named by Mayor 
Daley to fill a va- 
caney on the Chicago 
Board of Education. 
The term is for five 
years. 

An assistant pro- 
fessor of pediatrics 
at the Northwestern 
University Medical 
School, Dr. Reichert 
succeeds Dr. Robert 
S. Berghoff who 
John L. Reichert served two five-year 





terms with distinetion. 

Dr. Reichert is active in the affairs of the 
Illinois State Medical Society. He is a_ co- 
chairman of the Sub-Committee on School 
Health, and a member of the Journal, Men- 
tal Health, Nursing and Postgraduate Educa- 
tion and Scientific Service Committees. He also 
is chairman of the Health Committees of the Chi- 
cago Medical Society and Chicago Pediatrics 
Society, and vice chairman of the Illinois Joint 
Committee on School Health. 

< > 


Poliomyelitis vaccination as 
a year-round procedure 


In January of this year the American Medi- 
cal Association and other medical groups in- 
stituted a campaign urging the public to get 
vaccinated against polio. The unexpectedly large 
response to this advice was the main factor in 
the depletion of supplies of vaccine, and for 
the present shortage. The supply of vaccine is 
now gradually increasing. Another pertinent 
fact in the present situation is the opinicn of 
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practically all authorities that giving polio vac- 
cine through the season of polio is a safe and 
proper procedure. 

In view of these facts, and in order to mini- 
mize peak loads with a probable repetition of the 
present shortage, the Committee on Poliomyelitis 
Vaccine Control of the Illinois State Medical 
Society recommends and urges that physicians 
continue to vaccinate their patients against 
polio throughout the year. 

The recommended dosage schedule is to give 
lee. of vaccine to be followed in two weeks or 
longer by a second dose of 1 ce., in turn to be 
followed in seven months, or longer, by a third 
dose of 1 cc. There is no indication at the 
present time for the need of a fourth dose. 
COMMITTEE ON POLIOMYELITIS 

VACCINE CONTROL 

John Lester Reichert, M.D., Chairman 

T. R. Van Dellen, M.D. 

J. C. Redington, M.D. 

Joseph T. O’Neill, M.D. 

James A. Conner, M.D. 


~ 


< > 


Colleagues and community 
pay honor to Dr. Reavley 


Dr. Lester S. Reavley of Sterling, the newly 
installed President of the Illinois State Medi- 
cal Society, was honored by his colleagues and 
his neighbors at a testimonial dinner in Gor- 
don’s Restaurant, Sterling, May 27. 

Mayor Floyd B. Higby, Sr., state and coun- 
ty medical society officials and others paid 
tribute to Dr. Reavley’s services. About 175 at- 
tended the dinner, which was sponsored by the 
Whiteside County Medical Society and Lee 
County Medical Society. Mrs. Reavley also was 
praised for her understanding of what a con- 
scientious doctor’s work entails, and for her 
support of his activities. 

Dr. Reavley, in his response laid down a few 
rules for an ideal physician, which he admitted 
could not be followed in entirety. He said: 

“The ideal physician must be of a fine and 
scholarly appearance and of great intellectual 
capacity; of faultless personal habits and in- 
spire the confidence of his patients, and the re- 
spect of all others. He must be active in com- 
munity affairs, taking his full part in Chamber 
of Commerce and service club functions; serve 
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on and advise municipal and other governmen- 
tal bodies when called upon; be active in local 
and state political affairs; be a good church 
worker and attend church regularly. 

“He must be available on short notice for 
papers to local PTA, and church groups, serv- 
ice and business girl clubs, and ail other groups 
and organizations interested in obtaining re- 
liable information on medical subjects. He must 
take an active part in various programs of the 
community. 

“He must be active in his local and state med- 
ical societies, attend meetings regularly, and 
accept office and committee assignments eager- 
ly and perform his duties quickly and with 
great tact and diplomacy. He must be faithful 
in attending hospital staff meetings; be ready 
to give prepared scientific papers; serve on hos- 
pital committees cheerfully ; and efficiently keep 
his hospital records complete in all details; be 
prompt with carefully prepared lectures to stu- 
dent nurses. 

“He must be a good family man, with a 
gracious and tactful wife; he must spend lots 
of time at home with his children. Above all 
this, he must never fail to give his patients the 
finest possible medical service, keeping abreast 
of medical progress by reading, attending medi- 
cal meetings and taking frequent post-grad- 
uate courses. He must be a tireless worker, and 
improve his public relations by spending ade- 
quate time with his patients, answering urgent 
calls promptly, day or night, and by not keep- 
ing his patients waiting. This must of all cer- 
tainty be done for what has been vaguely de- 
fined as a reasonable fee.” 

Dr. Leroy Danreiter, President of the White- 
side County Medical Society, called the selec- 
tion of Dr. Reavley to head the physicians of 
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Illinois as a “well deserved honor.” Dr. John 
McDonnell, who served as toastmaster, said 
the honored guest served his profession well and 
has given “unselfish service to his community 
in educational, civic and industrial affairs.” 

Mayor Higby paid tribute to Dr. Reavley as 
his family doctor of 33 years standing and con- 
gratulated him for “coming up the hard way,” 
from a lad of poor parents in a coal mining 
town to the head of an organization of more 
than 10,000 doctors. 

Dr. Harold M. Camp, Secretary-Treasurer 
of the Illinois State Medical Society, said the 
Society will be well conducted under the new 
President but warned his neighbors to be pre- 
pared to miss him a lot because the duties in- 
volve a great deal of travel. 

Dr. Camp displayed a check for $170,450 
and announced that this was being turned 
over to the American Medical Education Foun- 
dation as a contribution of Illinvis doctors to- 
ward medical education. With other contribu- 
tions, this year’s total will surpass $200,000 
and bring the overall total to more than 
$1,000,000, placing Illinois far ahead of all 
other states in gifts of doctors to medical edu- 
cation. 

Dr. Murray KE. Rolens of Springfield, college 
roommate of Dr. Reavley, and Paul Phillips, 
Secretary of the Sterling-Rock Falls Chamber 
of Commerce, also paid tribute to the guest 
of honor. 

Among others present were Dr. C. Paul 
White of Kewanee, Past President; Dr. Carl 
E. Clark of Sycamore and Dr. Joseph T. 
O’Neill of Ottawa, Councilors, and Dr. George 
EK. Kirby, Co-Chairman of the Postgraduate 
Medical Education and Scientific Service Com- 
mittee. 


>>> 
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MEDICAL ECONOMICS 








WILLARD W. FULLERTON, M.D., SPARTA 


T™ misunderstandings between the Illinois 

State Medical Society and the officials of 
the United Mine Workers Welfare and Retire- 
ment Fund have brought to attention some of 
the economic phases of future medicine in the 
relation with third parties and the future con- 
siderations of what shall constitute the rights 
of the physician, the rights of the patient and 
the rights of third parties. 

The concept of American medicine mentions 
that the patient should have the right to choose 
his physician; and, 7 that physicians should be 
paid on a fee basis. 

The United Mine Workers Welfare and Re- 
tirement Fund started operating some seven 
or eight years ago and in the first attempt to 
provide medical care for the members and their 
dependents endeavored to pay all medical serv- 
ices including home visits, office visits, hospital, 
obstetrical and surgical benefits. This was a 
grand gesture from a_ paternalistic point of 
view, but not sound actuarially. ‘The  pa- 
ternalistic directors of the Fund realized after 
a few months that such a program could not 
be handled with their resources. The program 
was then stopped for a time and when it was 
resumed they offered medical, surgical and ob- 
stetrical care only to hospital-confined patients 
and sometimes on emergencies in the office of 
physicians. 


While doing all of this, the directors de- 
veloped a list of cooperating physicians which, 
technically, was not a proper term as most 
physicians are willing to cooperate, at least to 
some extent. As always there are a few phy- 
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Crossroads 


sicians who need some disciplinary action or. 
at least control in what they do. The Fund 
officials have always used some excuse for any 
change in their policies and never allowed the 
medical profession to correct defects or to dis- 
cipline members. 

The directors issued instructions under the 
date of November 1, 1955 in which they ex- 
pected only board surgeons or board eligible 
surgeons to do the major surgery. It was not 
stated on what date it would actually become 
effective, but in dealing with various doctors 
who continued to do surgery for them the doc- 
tors were strongly reminded of the directive 
of November 1, 1955. In other words, they 
used the directive as a policy while not ad- 
mitting to the Advisory Committee of the 
I]linois State Medical Society that it had 
actually been given an authoritative date. 

Then an attempt was made to make some 
kind of an agreement with the United Mine 
Workers for the physicians of Illinois. Prac- 
tically all members of the Committee assem- 
bled on December 13, 1956 to meet with the 
District Director. Some of these members had 
iraveled over 300 miles only to have the Di- 
rector state that he was not signing any con- 
tract in view of the fact that the contract basis 
had fallen down in Pennsylvania. It is prob- 
ably not a province of the Illinois State Medi- 
cal Society to answer for the difficulties arising 
in the State of Pennsylvania. However, the 
American Medical Association, which apparent- 
ly was expected to act as a bargaining agent for 
the physicians in this country, as far as the 
United Mine Workers are concerned, more or 
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less had to take into consideration the problems 
as presented all over the country. Thus, we are 
dealing on one hand with a democratic organ- 
ization attempting to work out an agreement 
with another organization which directs its 
policies from above—downward. ‘This policy 
most union local secretaries will vouch for. 
There was a resolution by the Advisory Com- 
mittee of the Illinois State Medical Society to 
the United Mine Workers Welfare and Retire- 
ment Fund presented to the Council of the 
State Medical Society on its December 14, 1956 
meeting which essentially was this: he doc- 
tors would not deal with the Fund but would 
deal directly with the coal miner himself and 
would bill the coal miner for his medical, sur- 
gical and obstetrical services. Second, it was 
generally to be construed that doctors who did 
not conform to this recommendation could pos- 
sibly be subjected to disciplinary action of his 
county medical society. This was the rec- 
ommendation of the Advisory Committee and 
of the Council. However, for this to be ef- 
fective it would have to be adopted by the var- 
ious county medical societies as their own pol- 
icy or it would have to be confirmed by the 
House of Delegates of the Illinois State Medi- 
cal Society. 

It is, probably, pertinent at this time to re- 
view the past and the probable thinking of the 
directors of this particular Fund. As it has 
been related, they used all physicians to begin 
with; then they developed a list of cooperating 
physicians and the methods by which some doc- 
tors were accepted on the list of cooperating 
physicians and the others were left off were 
various. Some men were dropped because they 
had very few cases for them. Some men were 
dropped because they were accused of charging 
excessive fees. Some were dropped because of 
what they considered inadequate service. All of 
this was done entirely by their own decision 
and their complaints against physicians was 
not a result of any disciplinary committee of 
his respective county medical society or his 
hospital board. That was the first line of di- 
vision in the process of dividing and conquer- 
ing. It is quite obvious that they wish to direct 
not only the physicians who do their work but 
direct the choice of physicians for the recipients 


of their program. 
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The present process is to divide the general 
practitioner from the specialist with specialist 
being the man to receive all the favors from 
the patient load and consequently the financial 
return from work done. The general prac- 
titioners are being gradually eliminated from 
the program entirely. It is not an unfathomable 
deduction that the next process would be that 
they hire their own board specialists on a sal- 
ary or retainer basis which they undoubtedly 
could do at a much lower cost than the fee basis 
specialist; therefore, eliminating the specialists 
of the fee basis classification and using their 
own hired salaried men. By this time they could 
expect a very futile cry from the fee basis 
specialist because the medical profession and the 
general practitioners would no longer be in- 
terested in the worries of the specialist since 
the specialists had taken over the present prob- 
lem. 

Therefore, if we are to remain in command 
of our own business, in command of the care 
of our patients, to get paid in. accordance to the 
work we do and to keep the free choice of 
physicians as a right of the patient, it is time 
now for the general practitioner and the 
specialist to foresee the inevitable pitfalls that 
can come as a result of looking at the practice 
of medicine from a purely economical and self- 
ish return to the individual doctor: The process 
of directing patients for their medical, surgical 
and obstetrical care to specialists only is de- 
priving many very capable general practitioners 
of a sizeable amount of their income in some 
instances and putting him in an embarrassing 
situation when he has to explain why he can- 
not do work for coal miners that he has been 
doing for years and work that he is continuing 
to do for other people. Now is the time fvr 
unity of the medical profession in all its 
branches and divisions regardless of our cer- 
tifications. If the general practitioner is to re- 
tain any prestige, as a Doctor of Medicine, the 
specialists must help to preserve part of his 
dignity. Otherwise, the general practitioner will 
only be an M.D. who in the eyes of the public 
and the eyes of his patient is very iittle better 
than a doctor of osteopathy. 

“A house divided against itself will not 
stand,” as quoted from Abraham Lincoln, 
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“No physician, in so far as he is a physician, considers his own good in what he 
prescribes, but the good of his patient; for the true physician is also a ruler having 
the human body as a subject, and is not a mere money-maker.”—Plato 


vod public relations does not have to cost 

a cent, Paul Jones, director of public in- 
formation for the National Safety Council, told 
226 doctors and their wives at the annual Pub- 
lic Relations Dinner of the Illinois State Medi- 
cal Society. 

Sponsored by the Committee on Medical 
Service and Public Relations, the dinner was 
held in conjunction with the 117th annual 
meeting of the Society in Chicago’s Hotel 
Sherman. Mr. Jones’ address was regarded by 
many as a highlight of the four-day session. 

“There is no mystery about public relations,” 
he said, “despite the elegance and expense with 
which it is sometimes cloaked. It is simply the 
Golden Rule applied to modern living. It is 
merely being fair and thoughtful and courteous 
and friendly to the people with whom you deal. 

“Public relations is just that simple. And 
yet for the lack of it many a worthy cause has 
failed to get the support it deserves, and many 
a business has gone to the wall. 

“Failure to treat other people courteously 
and the absence of a desire to give real service 
are costing this country many millions of dol- 
lars a month. Ironically, good public relations 
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doesn’t have to cost a cent. Anyone can prac- 
tice it who really wants to.” 

In the field of public service, Jones said the 
success of efforts to sell a cause to the public 
depends largely on three things. 

“First,” he said, “the cause must be worthy. 
Second, the people behind it must be sincere. 
Third, the public must be fully and intelligently 
and honestly informed on what the cause is 
trying to achieve, and the need for it.” 

In fulfilling his assignment to bring phy- 
sicians some views on how PR techniques of 
other fields can be applied to the medical pro- 
fession, Jones also proved himself a raconteur 
of extraordinary ability. A PR expert of na- 
tional renown, he gave his audience a pleasant 
blend of wisdom and humor. 

Jones said that everyone is a_ salesman, 
whether he knows it or not. He advised that no 
matter what a person is selling, he should be 
explicit, fair and friendly. 

“Nowhere is the need for salesmanship—and 
by that I mean warm, human and sympathetic 
treatment of the customer—more urgent than 
in anything relating to illness,” he declared. 

“Patients are sick and very often frightened 
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people. If anyone ever needed and deserved 
friendly kindness and special treatment, it is 
a patient—especially when he’s in a hospital.” 

Jones praised the Illinois State Medical So- 
ciety and the medical profession in general for 
the leadership they are giving in accident pre- 
vention. “It is a natural alliance,” he said, 
“and is a tremendous boon to safety.” 


He explained that rudeness and discourtesy 
towards others—a “me first” attitude—causes 
most traffic accidents, and “messes up things 
in general.” As an antidote, he suggested great- 
er effort to bring about a more general under- 
standing of fundamental public relations on the 
part of the average person. 


Dr. Perey E. Hopkins, chairman of the Com- 
mittee on Medical Service and Public Relations, 
served as toastmaster at the dinner, which pre- 
ceded the Beau Belle Ball arranged by the 
Woman’s Auxiliary to the Illinois State Medi- 
cal Society. He attributed the excellent attend- 
ance at the PR Dinner to the “untiring efforts 
of the Auxiliary in publicizing the event and 
promoting the sale of tickets.” 


< > 


AMA’s 1957 PR Institute 


The American Medical Association’s new 
film for the public—Whitehall 4-1500°—will 
be premiered at the annual Public Relations 
Institute in Chicago’s Drake Hotel on August 
28. 


News Commentator John Cameron Swayze 
serves as narrator for the 30-minute color film, 
slated for release to medical societies on Sep- 
tember 1. The movie tells the story behind the 
phone number which is so well known to physi- 
cians all over the country. 

Dramatic, short sequences show how AMA 
in action helps save youngsters’ lives through 
poison control activities, reduces highway deaths, 
places physicians in isolated areas, and makes 
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jobs safer for industrial workers and life better 
for everyone. 

This year’s Institute will be concerned with 
problems of science writers in developing stories 
of national significance, problems of the work- 
ing press in covering local medical news, ethical 
considerations of distinguishing between ad- 


vertising and legitimate medical news, the 
status of grievance committees and how they 
can work more efficiently. 

County medical society executives and public 
relations committee chairmen are especially 
urged to attend this conference. 


< > 


Open letter to Auxiliary presidents 
The following is an open letter addressed to 


the presidents of the Woman’s Auxiliary to the 
Illinois State Medical Society: 


“Dear Madam President: 

“On behalf of the Committee on Medical 
Service and Public Relations, I wish to thank 
you and your members for your cooperation 
in promoting ticket sales and publicizing the 
annual Public Relations Dinner at the Hotel 
Sherman, Chicago, during the 1957 meeting 
of the Illinois State Medical Society. 

“We had an attendance of 226 persons, all 
of whom appeared to be delighted with the 
evening’s program, so ably highlighted by the 
address of Mr. Paul Jones, public relations 
director of the National Safety Council. With- 
out your assistance we would have had dif- 
ficulty in getting such a splendid turnout. 

“Once again the Woman’s Auxiliary has 
demonstrated its sincere desire to spur the 
public relations programs of the State Medical 
Society. 

Sincerely, 
Perey KE. Hopkins, 
Chairman Committee on 
Medical Service and 
Public Relations 


>>> 
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Clinics for crippled children 
listed for August 


Twenty one clinics for Illinois’ physically 
handicapped children’ have been scheduled for 
August by the University of Illinois, Division 
of Services for Crippled Children. The Di- 
vision will count 15 general clinics providing 
diagnostic orthopedic, pediatric, speech and 
hearing examination along with medical social 
and nursing service. There will be 3 special 
clinics for children with cardiac conditions, 2 
for children with rheumatic fever and 1 for 
cerebral palsied children. 

Clinics are held by the Division in coopera- 
tion with local medical and health organizations, 
both public and private. Clinicians are selected 
among private physicians who are certified 
Board members. Any private physician may re- 
fer to or bring to a convenient clinic any child 
or children for whom he may want examination 
or may want to receive consultative services. 
The August clinics are: 

August 1—Litchfield, Madison Park School 
August 1—Macomb, St. Francis Hospital 
August ?—Hinsdale, Hinsdale Sanitarium 
August 8—Effingham, St. Anthony Hospital 
August 8—Springfield, St. John’s Hospital 
August 9—Chicago Heights (Cardiac, 

St. James Hospital 
August 13—East St. Louis, Christian 

Welfare Hospital 
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August 13—Peoria, Children’s Hospital 
(St. Francis) 

August 14—Alton (Rheumatic Fever), 
Memorial Hospital 

August 15—Rockford, St. Anthony’s Hospital 

August 15—Tuscola, Community Building 

August 16—Evanston, St. Francis Hospital 

August 21—Chicago Heights (General), 

St. James Hospital 

August 21—Elmhurst (Cardiac), Memorial 
Hospital of DuPage Co. 

August 22—Bloomington (A.M., General; 
P.M., Cerebral Palsy), St. Jo- 
seph’s Hospital 

August 23—Chicago Heights (Cardiac), 

St. James Hospital 

August 27—Belleville, St. Elizabeth’s Hospital 

August 27—Effingham (Rheumatic Fever), 
St. Anthony Hospital 

August 27—Peoria, Children’s Hospital 
(St. Francis) 

August 28—Elgin, Sherman Hospital 

August 28—Springfield (Cerebral Palsy), 
Memorial Hospital 


< > 


Urology award 

The American Urological Association offers 
an annual award of $1000 (first prize of $500, 
second prize $300 and third prize $200) for 
essays on the result of some clinical or labo- 
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ratory research in urology. Competition shall be 
limited to urologists who have been graduated 
not more than ten years, and to hospital in- 
ternes and residents doing research work in 
urology. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Ameri- 
can Urological Association, to be held at the 
Roosevelt Hotel, New Orleans, Louisiana, April 
28-May 1, 1958. 

For full particulars write the Executive Sec- 
retary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be 
in his hands before December 1, 1957. 


< > 


Ultrasonics in medicine 

An international conference of ultrasonics in 
medicine sponsored by the American Institute of 
Ultrasonics in Medicine, will be held at the 
Statler Hotel, Los Angeles, California, Sep- 
tember 6-7, 1957. John H. Aldes, M.D., 4833 
Fountain Avenue, Los Angeles, 29, California, 
is secretary. 

The meeting will cover the biological and 
physiological principles, as well as the clinical 
aspects of ultrasonics in medicine. There will 
also be a round table conference covering all 
these phases. Participating in the meeting will 
be representatives from Europe, South America 
and Japan. 


< > 


American Board of Obstetrics 
and Gynecology 

Applications for certification (American 
Board of Obstetrics and Gynecology), new 
and reopened, Part I, and requests for re-ex- 
amination Part II are now being accepted. All 
candidates are urged to make such application 
at the earliest possible date. Deadline date for 
receipt of applications is September 1, 1957. 
No applications can be accepted after that date. 

Candidates for admission to the Examina- 
tions are required to submit with their applica- 
tion, an unbound 81/2 x 11” typewritten list 
of all patients admitted to the hospitals where 
they practice, for the year preceding their ap- 
plication, or the year prior to their request for 
reopening of their application. This informa- 
tion is to be attested to by the Record Li- 
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brarian, Superintendent, or Director of the 
hospitals where the patients are admitted. Cur- 
rent Bulletins outlining present requirements 
may be obtained by writing to the Secretary, 
Robert L. Faulkner, M.D., 2105 Adelbert Road, 
Cleveland 6, Ohio. 


< > 


Pan-Pacific Surgical Association 

The Seventh Congress of the Pan-Pacific Sur- 
gical Association will be held in Honolulu, 
Hawaii November 14-22, 1957. All members of 
ihe profession are cordially invited to attend and 
are urged to make arrangements as soon as pos- 
sible if they wish to be assured of adequate 
facilities. 

An outstanding scientific program by leading 
surgeons with sessions in all divisions of sur- 
gery and related fields promises to be of interest 
to all doctors. 

Further information and brochures may be 
obtained by writing to Dr. F. J. Pinkerton, Di- 
rector General of the Pan-Pacific Surgical As- 
sociation, Room 230, Young Building, Hono- 
lulu, Hawaii. 


< > 


Midwest meeting of the American 
College of Physicians 

In addition to conducting a National Con- 
vention yearly, the American College of Phy- 
sicians sponsors from twenty-five to thirty Re- 
gional Meetings in various parts of the United 
States and Canada; also in Puerto Rico and 
Hawaii. Many of these Regional Meetings are 
of an individual State character and are or- 
ganized and directed by the College Governor 
of that State. However, in the Midwestern area 
of the country, the States of Illinois, Indiana, 
Iowa, Minnesota and Wisconsin have com- 
bined and put on as a united effort an annual 
“Midwest Regional Meeting,’ the meeting ro- 
tating among the various College Governors 
from that area. 

On October 12, 1957, the Midwest Regional 
Meeting for the first time will be held at 
Urbana, Illinois under the General Chairman- 
ship of Dr. Charles H. Drenckhahn, College 
Governor for Southern Illinois. Dr. Norris L. 
Brookens, of Urbana, is the Chairman of the 
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Scientific Program. Plans for the Scientific 
Program call for the presentation of twenty- 
two papers of twelve minutes each, followed by 
a three-minute period of discussion from the 
floor for each paper. Already the Program Com- 
mittee has collected the titles and abstracts of 
many offerings and are presently engaged in 
making selections for the final program, em- 
phasis being placed on original experimental 
or clinical work. The program will be ready for 
distribution by September 1. 

Non-members of the College in the area who 
may be interested in Internal Medicine are cor- 
dially invited to attend. No registration fee is 
charged, 


< > 


640th USAF Hospital 


‘Call for Reservists” 
A call is being issued for former active medi- 
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Disposal of excreta 

In 1932, the Rockefeller Foundation began a 
three year campaign to provide every household 
with a fly proof pit latrine. Lacking supervision 
and guidance, many of the latrines have been 
neglected and are no longer serviceable. Insect 
breeding and the spread of intestinal helmin- 
thiasis are encouraged by the continued though 
erratic use of this means of excreta disposal 
since the latrines are no longer insect proof. 
Peggy Crooke Fry. Dietary Survey on faro- 
tonga, Cook Islands. Am. J. Clin. Nut. Jan.- 
Feb, 195%. 
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cal and dental personnel by the 640th USAF 
Hospital (Reserve). 

Newly activated and meeting for the first 
time this month the squadron has openings in 
medical and non-medical AFS’s to include up 
to 179 officers and 559 airmen in slots up to 
the grade of Colonel for officers and Master 
Sergeant for airmen. 

Under the command of Lt. Col. Samuel Bb. 
Spira the squadron will train to maintain a 
fixed medical treatment facility for a 1000 bed 
USAF Hospital. 

As a category “A” Unit, training will in- 
clude 48 pay periods and a 15 day active duty 
tour yearly. 

Non-prior service nurses are invited to train 
with the unit and secure a commission in the | 
Air Force Reserve. 

All interested personnel are requested to con- 
tact M/Sgt. Bilderback at Andover 3-3600, Ext. 
658 for more information. 


>>> 


Of the biological factors involved in the eti- 
ology of tuberculosis, nutrition is perhaps the 
most important. Even before the discovery of 
the tubercle bacillus the value of a liberal diet 
in the treatment of tuberculosis was generally 
recognized. And, conversely, the association of 
phthisis with malnutrition was apparent. Com- 
plete proof of the role of malnutrition in tuber- 
culosis is still lacking but the evidence is con- 
vineing. Alton S. Pope, M.D., and John E. Gor- 
don, M.D., Am. J. Med. Sciences, September, 
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AT THE EDITOR’S DESK 





4 Wer majority of this month’s press releases 

deal with papers given at the 106th annual 
convention of the American Medical Associa- 
tion in New York in June. The new Coliseum 
proved to be an ideal spot to view the scientific 
exhibits. Chicago is in dire need of a convention 
hall of this type. How long are the City Fathers 
going to procrastinate? No medical convention 
brings such a high attendance as the AMA and 
physicians who fail to go are missing a world 
of medical knowledge. 

Newspapers throughout the state carried 
stories on the talks given at the Convention. One 
release described the results obtained on 115 
eye operations in which a plastic lens was sub- 
stituted for a removed lens damaged by cataract. 
‘This procedure was devised in 1949 by Harold 
Kidley, a London surgeon. The patients of the 
American ophthalmologists, who ranged in age 
from 12 to 80, showed various adverse reactions ; 
the majority were not serious, although four 
plastic lenses had to be removed. Eleven opera- 
tions, started as the Ridley technique, had to 
be converted into conventional extractions be- 
cause of complications. This news release would 
be incomplete without a sentence from the fi- 
nal paragraph: “The Ridley operation should 
be used mainly in cases where only one eye has 
a cataract so that after operation, both eyes can 
be used together.” This is important because the 
plastic lens may act as a foreign body. 
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Gamma globulin injections shorten the course 
of pityriasis rosea, according to three Universi- 
ty of Michigan researchers. They believe their 
results support the theory of a viral etiology of 
this disease. Best results occurred when plasma 
was obtained from the blood of convalescent 
pityriasis patients. 

Dr. Paul Gyorgy, Professor of Pediatrics at 
the Hospital of the University of Pennsylvania 
re-emphasized the importance of milk, especial- 
ly human milk, for the young infant. He ques- 
tioned the value of early feeding of semi-solid 
foods because the difference in growth follow- 
ing this plan is not great enough to recommend 
it routinely. In addition, the sucking reflex may 
be discouraged. “We should not attempt to make 
a biting animal out of a sucking animal until 
the organism is physiologically prepared for 
biting,” he said. 

The caption, “Postpartum Mental Illnéss is 
not a Separate Disease” appeared in a release 
stemming from a report by staff members of 
the New York Hospital—Westchester Division, 
White Plains, N. Y. Their work is based on a 
study of 100 women who developed mental 
illness after delivery and 100 similar patients 
whose mental disorder was not associated with 
childbirth. Postpartum psychosis occurs in one 
out of every 357 pregnancies, accounting for 5 
to 7 per cent of all female admissions to mental 

(Continued on page 46) 
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NEWS of the STATE 





On June 11, Dr. William J. Farley, Peru, ad- 
dressed the Bureau County Medical Society in 
Spring Valley on “The Interpretation of the 
Female Pelvis.” 

On June 11, Dr. Edward 8S. Burge, Evanston, 
assistant professor of obstetrics and gynecology, 
Northwestern University Medical School, ad- 
dressed the LaSalle County Medical Society in 
Ottawa on “Prenatal Care; Treatment of 
Threatened Abortion; Management of Habitual 
Abortions.” This meeting was arranged by the 
Committee on Postgraduate Medical Education 
and Scientific Service. 

The Montgomery and Macoupin County Medi- 
cal Societies were the guests of the Montgomery 
County Bar Association, June 11, at a dinner 
meeting in Litchfield. 

Dr. John E. Doyle, Ridgeway, has assumed 
office as president of the Gallatin County Medi- 
cal Society. 

Dr. Glenn W. Chamberlin, Monmouth, was 
elected secretary of the Warren County Medical 
Society at a recent meeting. Dr. J. O. Firth, also 
of Monmouth, is president of the society. 


DEATHS 

George Richard Bradley*, Jacksonville, 
who graduated at Barnes Medical College, 
St. Louis, in 1897, died February 21, aged 
87, of strangulated inguinal hernia and 
arteriosclerosis. 

Felicia H. Cienciara*, Oblong, who grad- 
uated at the University of Illinois College 
of Medicine in 1915, died in May 1956, aged 
65. 

Charles Martin Culver* retired, Bell Gar- 
dens, California, formerly of Evanston, who 
graduated at Jenner Medical College, Chi- 
cago, in 1902, died recently, aged 82. 

Stephen Alfred Forbes*, Chicago, who 
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graduated at Rush Medical College in 1937, 
died March 16, aged 47. He was assistant 
professor of radiology at the University of 
Illinois College of Medicine; at one time 
assistant professor of radiology at the State 
University of Iowa College of Medicine. 

Edward M. Friedman, retired, Highland 
Park, who graduated at Bennett Medical 
College in 1914, died May 22, aged 68. He 
was former staff physician for the Metropoli- 
tan Life Insurance Company. 

Martin Freundlich*, Chicago, who grad- 
uated at the Medical College of Virginia, 
Richmond, in 1945, died May 14, aged 34. 
He was a member of the staffs of Bethany 
and Mary Thompson Hospitals. 

Lewis L. Haas, Chicago, who graduated 
at Magyar Kiralyi Pazmany Petrus Tudo- 
manyegyetem Orvosi Fakultassa, Budapest, 
in 1918, died June 2 in an automobile accident 
near Quebec after attending a medical con- 
vention there. He was associate professor of 
roentgenology at the University of Illinois 
College of Medicine. 

Raymond W. Halpin, Chicago, who grad- 
uated at Stritch School of Medicine of Loyola 
University in 1950, died June 2 as the result 
of an automobile accident incurred the same 
day. He was 34. He was with the United 
States Public Health Service in eastern cities 
before. joining the staff of Mercy Hospital 
in 1956. 

Frank H. Henderson*, Bloomington, who 
graduated at Hering Medical College, Chi- 
cago, 1905, died April 16, aged 76. 

Joseph E. Lepke*, Chicago, who grad- 
uated at Rush Medical College in 1923, died 
June 7, aged 60. He was a member of the 
staff at Jackson Park Hospital. 





*Indicates member of the Illinois State Medical Society 
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Hugh McKenna’*, Chicago, who graduated 
at Rush Medical College in 1903, died in 
May, aged 82. He was emeritus associate pro- 
fessor of surgery at Northwestern University 
Medical School. 

Gilbert P. Pond, Oak Park, who graduated 

at Rush Medical College in 1920, died May 
20, aged 63. He was a member of the staff of 
the West Suburban Hospital. 
Edward Brewster Pressly, Sparta, who 
graduated at the Medical College of Georgia, 
Augusta, in 1950, died in St. Luke’s Hospital, 
St. Louis, December 12, aged 42. 


EDITOR’S DESK (Continued) 
hospitals. Symptoms and the course of the dis- 
ease were no different in either group. In their 
opinion, the release states. “There are some per- 
sons who react abnormally to every major change 
in life whether it be adolescence, college, mar- 
riage, childbirth, promotion, or aging. It would 
be impossible to say there is a college psychosis 
simply because many young people develop 
acute mental illness during their college days.” 
In another release, Dr. H. R. Brinkman of 
Los Angeles was quoted as saying that the fam- 
ily doctor can and should treat juvenile de- 
linquency. His studies of families of delinquent 
children unearthed many ways in which parents 
“struggling with their own emotional problems 
and against their own antisocial impulses, un- 
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Robert Rodin, Urbana, who graduated at 
the University of Illinois College of Medi- 
cine in 1931, died January 5, aged 49, of leu- 
kemia. He was a member of the health serv- 
ice staff, University of Illinois, where he was 
assistant professor of hygiene. 

Isador Simon Trostler*, Chicago who 
graduated at the University of Nebraska Col- 
lege of Medicine, Omaha, in 1904, died March 
10, aged 87, of hypostatic pneumonia and 
arterio-sclerotic heart disease. 


*Indicates member of Illinois State Medical Society. 


wittingly and unconsciously provoke, evoke, and 
even encourage delinquent behavior in certain 


of their children.” 

Many of the AMA releases confirmed old con- 
cepts. For example: “Improvement of symptoms, 
which are sometimes striking, occurred among 
patients with chronic respiratory disorders whe 
gave up smoking, two University of Virginia 
physicians have reported.” In another release, 
a Kansas general practitioner concluded that 
over-indulgence in good food is the most. com- 
mon cause of obesity. He recommended a nat- 
ural diet high in proteins and fat and low in 
carbohydrates, but stressed the fact that the pa- 
tient must be motivated to lose weight. It is 
here that the physician must reach deep into 
his bag of tricks to achieve the goal. 
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